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Medicolegal Problems in Physical Medicine" 


Louis J]. Gelber, M.D., LL.B. 


ROCKVILLE CENTRE, N. Y. 


The law has never held an orthopedist or physiatrist liable if he employed methods 
of therapy that are recognized and approved and likely to produce favorable results. 

Rules governing the duties and liabilities of physicians and surgeons in the per- 
formance of professional service are applicable to practitioners of kindred branches 
of healing arts whether they manipulate bones, roentgen rays, or physiotherapy 
machines. Furthermore, all specialists are held to a standard of care and skill higher 
than that required of an ordinary practitioner. 

Negligence cannot be presumed from a mere failure to obtain the best results 
To illustrate, in a recent Florida case (Hudson v. Weiland, 8 So. [2D] 37), a plaintiff 
brought suit against a physician and technician who applied diathermy treatments 
to the left hand and arm resulting in severe second degree burns. There was a great 
deal of destruction of ligaments, tendons, and muscles. It was charged that the de- 
fendants carelessly and negligently caused scarring of the entire skin of the arm with 
contractures in the fingers of the left hand, resulting in permanent damages caused 
by the diathermy treatments. 

The Supreme Court of Florida affirmed the judgment in favor of the physician by 
stating that there was no claim that the application of the electric current was im- 
proper in this patient's condition. Nor was there failure on the part of the tech- 
nician to follow the prescription of the physician. Furthermore, there was no charge 
that the machine was defective nor was any negligence proved. 

It is generally assumed throughout the country that a nurse, assistant, technician 
or other office employee is legally the physician's agent. Whether the assistant be a 


* Delivered before the American Congress of Physical Medicine and Rehabilitation in Philadelphia, 
April 7, 1956. 





state-licensed physical therapist or nurse, or even just an office aide, the patient 
can sue the assistant or the physician or both in a malpractice action. Since the 
physician usually has more money, he is the likely target. 

Many malpractice policies cover the physician for suits based on employees’ 
negligence. If a physiotherapist in a physician's office gives a diathermy or infrared 
treatment improperly, the physician is liable. In a hospital, however, it must be 
determined whether the technician is the agent of the physician or the hospital. If 
the latter, the physician will not be held liable unless the nurse or assistant acted 
directly on his orders or under his direct control. To illustrate this, let us cite a 
Georgia case (Anderson v. Piedmont Hospital, 16 S.E. [2d) 90) wherein a patient 
was admitted into a private hospital for an amputation of the right leg above the 
knee. He was given an opiate and a nurse was instructed to place an electric pad on 
the leg above the knee to keep it warm. The following morning, it was discovered 
that the pad was turned on to “‘hot’’ rather than‘ warm”’ as directed by the physi- 
cian. This resulted in a severe third degree burn to the skin, muscles, and tendons. 

The plaintiff filed suit against the defendant's hospital for damages, stating that 
the plaintiff's injuries were the result of the employment by the hospital of incom- 
petent nursing help. 

The defendant hospital contended, however, that the nurse who attended the 
plaintiff was carrying out the orders of the physician-in-charge. Therefore, she in 
fact was not at that time an agent or employee of the defendant hospital. However, 
the court stated: ‘It is well settled that the owner or proprietor of a private hospital 
or sanitarium which is operated for profit and not for charity is liable for injuries to 
patients due to negligence of nurses or other employees." 

A private hospital, whether in Pennsylvania, New York, or Georgia, operated 
for profit owes to the patient the duty to use reasonable care for his safety and reason- 
able skill and diligence in nursing care. 

Regarding master and servant, I quote a case in Pennsylvania (Kelly v. Yount, 
338 Pa. 190, 12 A [2d] 579) in which an x-ray specialist was held liable for injuries 
sustained by the negligence of his assistant, who was a skilled x-ray technician. 
Therefore, whether the specialist be physiatrist or orthopedist, whether it be in the 
North Atlantic states or down South, we should never forget our legal relationship 
of master and servant. 

As was said in Shearman and Redfield on negligence (vol. 1, page 350): 


Ie is an old and thoroughly established doctrine that, where the relation of master and 
servant exists, the master is responsible to third persons for injuries resulting from wrongful 
acts or omissions of a servant within the scope of his employment in the master's service 


Charitable hospitals, however, are not liable for the negligence of a physician or 
nurse acting in a medical capacity. A charitable hospital is liable only for the 
administrative acts of its servants. Therefore, it would be liable for the act of a 
nurse acting in an administrative capacity for the hospital rather than in a medical 
capacity for the patient (Sutherland v. N. Y. Polyclinic Medical School and Hospital, 
75 N.Y.S. [2d] 135, [1947]). However, recent rulings have held hospitals liable. 

A mistake in diagnosis alone does not constitute actionable negligence unless it 
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is shown that the patient was injured in some manner by such erroneous diagnosis. 

For a plaintiff to recover damages, he must prove not only that there was negligence 
or unskillfulness on the part of the physiatrist or othopedist but that the negligence 
or unskillfulness was the proximate cause of the injury. 

In a malpractice case in Ohio (13. N. E. [2d] 242) in which a fracture did not heal 
in spite of the carefulness of the physiatrist and orthopedic surgeon, the court has 
this to say: 

In order to recover damages, the plaintiff must prove not only negligence on the part of the 
physicians but that their negligence was the proximate cause of the injury. Union of frag- 
ments of bone must be accomplished by the healing processes of nature. There is always the 
possibility that nature will fail to achieve the desired result even when the attending physi- 
cian has done properly everything known to surgical science 


Whether one or another method of inquiry shall be resorted to is a matter of judg- 
ment, and a failure to use the one or the other cannot be said to be negligence. When 
competent medical authority is divided, a physician will not be held responsible if 
in the exercise of his judgment he follows a course of treatment advocated by a con- 
siderable number of physicians in good standing in his community. 

Many specialists are sued for malpractice on the theory of ‘abandonment of the 
patient.’ This may come about by misunderstanding or conflict of specialists on the 
mode of therapy to be instituted. 

Many patients under hospital treatment transferred from one service to another 
may Cause a mix-up. 

However, one must not forget that once a specialist undertakes to treat a patient, 
in the absence of any special agreement to discontinue, he is presumed to attend the 
case as long as the patient needs attention. He is furthermore bound to exercise 
reasonable care and skill as long as the sickness lasts. His responsibility ends only 
if he is dismissed or if there is a mutual severance of his services 

A physician saw a young male patient aged 8 in his office. The complaint was 
pain in the region of the left hip. Because of tenderness and spasm in the region of 
the hip together with limited mobility, a tentative diagnosis of tuberculosis or 
possibly osteomyelitis was made. Hospitalization was recommended but the parents 
refused. What should the physician's course of action be? Should he ask the patient 
to stop in again to see him in a day or two? Should he advise him to consult another 
physician? Or should he have him sign an acknowledgment of his refusal to enter 
a hospital? 

I might state that the physician carried out the last proposal of having the patient 
sign a stipulation ;:f his refusal to enter the hospital. This physician was later sued 
for malpractice when it was discovered that the patient had a fractured femoral 
neck. However, the case was dismissed when the orthopedist produced the signed 
acknowledgment of refusal to enter the hospital. 

We should remember, in general, that in cases of abandonment, a physician cannot 
discharge a patient and relieve himself of responsibility simply by staying away 
without notice to the patient. It might be true that a physician is not obliged to 
accept a patient, but once he does, he cannot absolve himself of responsibility with- 
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out giving the patient enough time to find another practitioner and furnishing the 


necessary medical care in the interim. 

As a final warning, many malpractice suits arise from carelessness. The physician 
and his assistants should always be on guard for bare wires, frayed cords, or even 
water on the floor. 

Finally, let it behoove all physicians using diathermy, ultrasonic machines, 
lamps, and even x-ray machines to have them inspected by the manufacturer regu 
larly for defects. These regular inspections signed and dated may save many physi- 


cians from malpractice suits. 
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Suicide* 


Jesse L. Carr, M.D. 


CHAIRMAN, DEPARTMENT OF LEGAL MEDICINE, UNIVERSITY OF CALIPORNIA 


MEDICAL SCHOOL, SAN FRANCISCO, CALIF 


Biological anomalics and mutations are generally well recognized and to some 
extent understood, but the social anomaly suicide, while also generally recognized, 
is incomprehensible, and the aberration that makes suicide seem like a mutation 
against the normal backdrop of human behavior is not understood at all. In spite 
of widespread but rather meager literature and sporadic papers on the subject, most 
of the conclusive evidence about suicide has been collected from statistical corre 
lations and rather unreliable case histories 

Obviously there are many aspects to the problem of suicide, only some of which 
are medical, but considering the ubiquity and the incidence, which is now 3 to 15 
times that of homicide in the civilized state, suicide assumes the proportion of an 
inevitable phenomenon, but one that is not integrated with any specific character 
istic, or group of characteristics, that can be enumerated. While, retrospectively, 
suicide may be considered as the climax of an individual emotional crisis or a number 
of crises hitting an emotional target at the same time which makes it seem that 
suicide is not inevitable multiple forces seem to impel some persons inevitably and 
irresistibly coward self-destruction. Philosophically, suicide may be considered in the 
same light as death from other accidents where a large number of factors conspire to- 
gether eventually to promote and create a fatal disaster, and with this philosophy, 
it may be a little easier to understand a changing suicide rate as a part of the evolution 
of man as the civilized state progresses. It is possible, however, that both mis- 
cellaneous accidents and suicide are responsive to the same sort of planned action 
and that the incidence of either may be thus reduced. 

The incidence of suicide depends to a rather large extent on social factors, and the 
contributions of sociologists in this field are outstanding. One of the earliest and 
best of these was written by the French sociologist Durckheim in 1897. Gruhle, in 
reviewing German statistics, has contributed appreciably to the known factors that 
contribute to the increase and those that make for a decrease of the suicide rates. 
Sainsbury, in analyzing English statistics, evolved certain interesting correlations 
between suicide rates and living standards. The significance of Sainsbury's findings 
has been emphasized by Aubrey Lewis, whose investigations reveal not only un- 
healthy geographical areas but point in some measure to the nature of the social 
remedies that are indicated. It is, of course, difficult to get information about suicide 
from the friends and families of successful suicides, but much valuable background 
information can be obtained from those making unsuccessful suicide attempts. As 
shown in the work of Dr. I. S. Kreeger and other literature and in our own observa- 
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tions, there are basically many broad factors that influence the suicide rate, and as 
cited by Gruhle and many others, factors increasing the incidence of suicide include 
economic crises, high densities of population, climate, industry, residence in large 
towns, certain professions such as domestic service, increasing age, widowhood, 
divorce, childlessness, alcoholism, and psychopathic personalities of many types. 
Factors associated with a low suicide rate are found to be permanent emotional ties, 
favorable economic circumstances, low densities of population, rural occupations, 
youth, the marital status, and a large family. 

Psychopaths are actually a relatively minor group, contributing not more than 10 
to 15 per cent of suicides in the total. It is especially interesting in view of our 
modern trend in the civilized world toward a higher standard of living, increasing 
longevity, and frequency of divorce to note that all these things contribute to a 
higher suicide rate. Conversely, in contentious societies where crimes of violence 
have a high incidence, suicide is known to be a relatively infrequent thing. In 
regard to population densities, the diversity of suicide rates in rather similarly ethnic 
people is dramatically illustrated by a rate of 18 per 100,000 in Denmark and only 
5.8 per 100,000 in Norway, these figures being relative to the population densities 
in the two countries. In London, according to Sainsbury, the highest suicide rates 
are to be found in the West End boroughs where the living standard is the highest 
and where 39 per cent of the total suicides occur, when this figure should be only 
25 per cent. The lowest rate is found in the areas where the working class popula- 
tion resides and this rate is approximately 19.3 per cent. Sainsbury correlated the 
social and economic status, social isolation, the social mobility, and the presumptive 
state of social disorganization with the suicide rate and found that none of the 
measures of social and economic status such as ratings for poverty, unemployment, 
and overcrowding showed a significant correlation. 

Measures of social isolation correlated significantly, as did also measures of social 
mobility, which included the percentages of persons entering and leaving areas, both 
daily commuters and foreign-born populations and immigrants who came and went 
for longer periods of time. Divorce and illegitimacy were taken as measures of social 
disorganization and they correlated highly and significantly with the incidence of 
suicide. The highest rate was found in Hampstead, which is the borough with the 
least poverty in London, with a high proportion of immigrant and foreign-born 
population and with the highest proportion of persons occupied in the professions 
and in commerce. Overcrowding is not significantly correlated to the suicide rate, 
but unemployment is. 

Among the methods employed by suicides in this English study, coal gas headed 
the list. The next in order were poisoning, jumping, and drowning. Violent 
methods such as hanging, incised wounds, and firearms were used by 23 per cent of 
the male and 8 per cent of the female suicides. In the country as a whole, drowning 
and hanging headed the list. 

In all English studies, both old and recent, suicide rates declinea during wartime. 
This is an invariable curve, which has been observed ever since suicide rates have 
been computed, and it is interesting that the drop has been observed not only in the 
belligerent countries but also in the neutral ones bordering on them. It is possible 
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that this is due in part to the closer social ties that develop during wartime, but the 
greater opportunity that is presented for releasing aggressive instincts should not be 
disregarded, 

In the United States this was also the case until the Korean conflict, when the 
curves no longer ran true to pattern but became split, with the civilian and military 
populations showing divergent trends. The figures in the United States run roughly 
parallel to English, German, and French figures as far as the social factors are con 
cerned, and the influences of population density, climate, heavy industry, residence 
in large towns, increasing age, widowhood, divorce, childlessness, and alcoholism 
all seem to contribute to an increased suicide rate. In the United States, however, 


particularly in California, pressures of social isolation, loneliness, social mobility, 


and the daily migration of peoples seem to be even more important. The suicide 
rate in California during a 12 month period is the highest in the United States and 
equals the suicide rate in Denmark, Sweden, Japan, or Switzerland, the other high 
points in the known statistical world. In the specimen year, 1950, the death rate 
for suicides for California white tales is 20.6 per 100,000. This is almost exactly the 
same as the death rate for tuberculosis, only a fraction of a per cent lower than the 
combined death rates from influenza and pneumonia, almost four times the death 
rate from syphilis and sequelae, one-third greater than the death rate from cirrhosis 
of the liver, and about two-thirds the death rate from motor vehicular accidents. 
Our death rate from suicides ranges from 3 to 15 times the death rate from homicide 
Contributing largely to this high rate are the areas in California where there is high 
social mobility, both daily and annually, where there is congestion, crowding, social 
isolation, and loneliness even in large congregations of population, widowhood, and, 
by far the most important, old age and a larger percentage of the male sex. 

Although social disorganization, lack of social pressure, anonymity with a lack 
of group ties are all important, it is quite apparent from the vital statistics in Cali- 
fornia, and to a not much less degree elsewhere, that suicide is overwhelmingly a 
disease of men in late middle age and older. Throughout the world, as well as in 
California, sex is the most important factor. In the specimen year of 1954, of 1398 
suicides, 72 per cent were white males and more than one half of these were past the 
age of 50. The age curve for females comes well below this level, for in the same year, 
461 white females or 24 per cent of the total number of suicides had the curve peak 
between 35 and §0 years. Comparatively the relationship between white men and 
white women between 50 and 55 is two and one-half men to one woman, but from 
age 65 to 69, the number of men committing suicide is five times greater than the 
number of women. 

In this same period, which is parallel with other years in California, the suicide 
among white races was appreciably higher than among nonwhite races, although 
among the Oriental races, the Japanese closely approached the white suicide rate, 
with the Chinese following at only a slightly lower level. This contrasts radically 
with the figures in the Southern states and Illinois, and in New York, where the 
suicide instance among the white race is from 5 to 10 times the suicide rate recorded 
for Negroes. 

Regarding marital status, many states in the union, including California, do not 
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produce the same marital statistics as those quoted in the English literature. The 
previous hypothesis that married people have a lower suicide rate is not demon- 
strated much in the California figures, where certainly each specific period shows 
married persons who have a higher suicide rate than unmarried. Widowed men 
have a higher rate than divorced men, whereas divorced women have a higher rate 
than widowed women. The older feminine population seems to have a very happy 
ability to live pleasantly with the past, which is generally quite lacking in the male. 
Strikingly conspicuous by its absence is the relationship between suicides and oc- 
cupation, the motive apparently being pretty evenly distributed among all pro- 
fessions, trades, and types of employment. There is apparently some relationship to 
economics and security since the depression years show an increased suicide rate; on 
the other hand, this is probably largely a comparative thing because the economic 
level per se is not apparently relevant, although the degree of economic security is. 
Climate has little correlation except for a perceptible peak in the spring around 
April or May, and another in the fall around November. 

The instrumentality is a widely varying thing geographically. Coal gas is first 
in England, and next in order are poisoning and jumping from high places and 
drowning. There is no doubt that availability is an important factor, but the tem- 
perament of the population is also apparently a decisive factor. In the United States 
during a 20 year period, firearms were by far the most commonly used means, then 
hanging, gases, soporifics, other poisons, drowning, jumping from high places, cut- 
ting, and stabbing, in that order, with suicides from firearms comprising 50 per cent 
of the total the nation over, and running as high as 90 per cent in frontier countries 
where the population is still pistol-minded. Generally, throughout the world at 
large, and in the United States as well, suicide rates are not changing radically, but 
the standing of deaths from suicide in the vital statistics scale is rising because of the 
decreasing death rate from other causes. This has been observed in many areas; 
for example, in 1956, suicide entered the list of the 10 leading causes of death in 
Virginia. While statistical computation is interesting, it perhaps contributes less to 
our general knowledge of factors leading to the attempt and to possible sociological 
and medical prophylaxis than information collected from persons who have only 
attempted suicide and who have lived to supply subsequent information. 

Attempted suicide is an interesting effort that is frequently abortive because the 
individual wants it to be. One can never know, of course, how many suicides at- 
tempted are regretted in that fractional moment directly subsequent to the ingestion 
of a lethal poison or the pulling of the trigger of a loaded gun. One wonders how 
often individuals wish their wings would sprout and develop a strength for rescue a 
few feet below the cornice from which they have just made their death leap. Much 
of this material obviously will always be unavailable. When questioning those who 
have attempted suicide much valuable material may be adduced, although the ve- 
racity of the testimony of many persons with registered suicide attempts is question- 
able. Obviously it will never be possible to establish the real incidence of suicide 
rates among the general population because there is a tendency to conceal such 
attempts, except when the attempt has been made as a measure of vindication, re- 
venge, or appeal for sympathy and understanding. In addition, in countries such as 
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England, attempted suicide is still punishable by law, although only a small per- 
centage of cases are actually charged and prosecuted. In metropolitan areas the 
number of suicidal attempts known to the police is usually below that of the suicides, 
which clearly indicates that the known figure represents only a fraction of the real 
incidence. For example, in 1946, the year after the end of the war, the number of 
suicides in greater London was 732 and the number of registered attempts was 695. 
The statistical department of the Metropolitan Life Insurance Company of New York 
has ventured a guess that the number of attempted suicides is six or seven times as 
great as that of the successful tries. Obviously the enumeration of attempted suicides 
is impossible, but two important questions arise that seem to have a potential solu- 
tion. It is of benefit to know how many of those who have committed suicide have 
made suicidal attempts previously and, conversely, how many of those who have 
made suicidal attempts finally commit suicide. 

Considering the first question, Sainsbury found that 9 per cent of the suicides in 
North London during 1936 to 1938 had made previous attempts to take their own 
lives. In 1953, when a similar survey was made by Stengel and Cook, the proportion 
was somewhat higher; in this series 16 of 119 suicides, or slightly more than 13 per 
cent, had previously attempted suicide. Other workers have found variations 
slightly higher or lower, but this general relationship seems to be fairly constant. 
If these figures can be believed, it seems that only a small minority of persons who 
kill themselves have attempted suicide before, which in itself suggests that the people 
who commit suicide and those who attempt suicide constitute two different popu- 
lations, which in only a minor measure overlap. 

It is well known that the two groups differ in several other respects. Among 
suicidal attempts women are in the majority, while men prevail among the actual 
suicides. Representation of the various age groups is different among these two 
groups and so are the methods. In regard to the second question, one must first 
establish the number of attempted suicides; the difficulty of doing this has also 
already been explained. Nevertheless, in following up suicidal attempts, Stengel 
found 138 patients in 1946 and 1947, who were subsequently followed up in 1951 
and 1952. Seventy-four of these were males and sixty-four were females. Seventy-two 
were suffering from a psychosis, while in the rest the suicidal attempt had been in 
the nature of a neurotic or psychopathic reaction to a stressful situation. At the 
end of the five year interval, 35 of the total had died, 18 were in mental hospitals, 
80 were out of hospitals, and 5 were untraced. Of those who had died only | had 
killed himself. It is quite evident that in this group at least, the suicide attempt was 
a solitary thing and that only 1 of the group regretted the failure. In another study, 
all the patients admitted to the Bethlehem Royal Hospital and the Maudsley Hos- 
pital in 1949 because of suicide attempts (there were 72 in all) were followed up three 
years later. At this time 2 of the patients had killed themselves. In attempting to 
evaluate these figures, only partial conclusions can be drawn. Probably a higher 
number of suicides would have been found had the period that clapsed after the 
suicidal attempts been longer. It is our impression that the proportion is generally 
higher than these follow-ups would suggest, but the figures do tend to support: the 
impression that only a small proportion of those who attempt suicide finally kill 
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themselves. The figures also demonstrate the existence of the two populations. 
Another important and comparable follow-up of suicide attempts is that of Dahlgren 
in Sweden. He found that of 230 people who had attempted suicide, 6 per cent killed 
themselves within a subsequent four year period. 

Of especial interest to us is the relative infrequency of suicidal acts among people 
with a genuine nonhysterical mental disorder. Frequent suicidal attempts are made 
by patients suffering from severe psychotic depressions, but it is difficult to dis- 
tinguish between these and the attempts that are carried out by notorious hysterics, 
where the demonstrations are quite patently insincere. The apparent degree, then, 
of the seriousness of a suicidal attempt cannot be taken as being of diagnostic sig- 
nificance. 

The methods employed by those who commit suicide and those who attempt 
suicide differ in that among those committing suicide the most frequently employed 
methods were those that appeared reasonably sure, namely, firearms, strangulation, 
gassing, drugging, jumping, and drowning, in that order of frequency. Among the 
second group, drugging by far heads the list, and this seems to be a general trend in 
most suicide studies. 

The pattern, or the presuicide behavior pattern, of individuals is of interest because 
in a majority of cases a warning of the suicidal intention, which usually takes the 
form of an expressed threat or a casual reference, has generally been given but has 
gone unheeded. In many instances it could only be established through careful 
inquiry, but such an expression of intention generally exists, and the widely held 
belief that people who threaten to commit suicide do not attempt it is in error. 
Second, in the suicidal attempt, and by the attempt we always mean the unsuccessful 
one, the contact with fellow beings previous to the attempt is not given up, with 
the result that someone is in a position to interfere and intervene. There is reason for 
assuming that most attempts haye a hidden appeal character, that is, in the con- 
stellation of the patient's behavior a call for help can be discerned, but most at- 
tempts have the character of a gamble the outcome of which depends on chance, and 
they seem to be arranged, although perhaps unwittingly, in such a way that the 
prospects of survival are considerable. Such an outcome is almost invariably ac- 
cepted for the time being; further attempts are rarely made immediately even if there 
is no lack of opportunity. The outcome of the attempt is accepted like that of a 
trial by ordeal in medieval times. It is impossible to equate what suicidal attempts 
achieve, and it is important to.know what happens to the difficulties that drive one 
to the suicidal attempt after the attempt has been made. Are the difficulties modified 
or are they accepted? It seems that in many cases the suicidal attempt results in a 
change of a social situation of the individual. The apparently simplest and most 
striking, and often most far-reaching, change takes place when a person is trans- 
ferred to a hospital to remain there for some time. In other cases the relationship 
to the group is found to undergo considerable change also. Sometimes precarious 
human relations are consolidated and sometimes they are completely broken up as a 
result of a suicidal attempt and occasionally to the benefit of all concerned. Cer- 
tainly the attempt seems to crystallize the action one way or the other and so in this 
sense a suicidal attempt can be recognized as an act of considerable social conse- 
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quence. It is apparent that the more profound the change ensuing from suicidal 
attempts, the less likely is the repetition, at least for some time or until other stresses 
develop to the breaking point. 

One of the functions of the suicidal attempt is that of an appeal to society. If 
that appeal, which is usually unconscious, is heard and understood, the suicidal 
attempt has fulfilled one of its functions. This appeal characteristic has hitherto 
been regarded as a feature in the suicidal attempt of only hysterical individuals, 
but it is more probable that this appeal actually exists as an inherent quality in most 
suicidal attempts irrespective of the mental state and the personality of the person 
carrying it out. There are other possible functions of the suicide attempt, which 
are quite vague. It is possible that in the discharge of self-destructive tendencies are 
destructive tendencies that are diverted or directed against the self; when that di- 
version does not take place acts of aggression against external objects, animate or 
inanimate, may occur. One frequently sees the swinging of this instinctive reaction 
back and forth from aggression to introspection and attempted self-destruction. This 
in part explains why there is an inverse relationship between the incidence of suicide 
and crimes of violence in any given area, which is of interest, but it is even more 
important to realize that these antagonisms frequently exist within the person. Pos- 
sibly the decrease in the incidence of suicidal acts during wartime is associated with 
that relationship between aggressive tendencies directed outward and those of self- 
destruction. 

Suicidal attempts are not infrequently followed by a marked and sometimes dra- 
matic improvement of the depressive state, and this is particularly noticeable when 
there has been an associated unconsciousness such as in attempted suicide by carbon 
monoxide poisoning. It has been suggested, of course, that this mechanism is 
identical to that of shock treatment, but in instances where the improvement has 
been observed without disturbances of consciousness, the underlying mechanism 
must be psychological. A matter of major interest to us is whether the study of 
attempted suicide can make a contribution in reducing the suicide rate. Our feeling 
is that a better understanding of suicidal acts will, in the long run, enable us to reduce 
their incidence in about the same proportion that a better understanding of the 
mechanism of accidents generally can be applied to a reduction in the accident rate. 
But even if the frequency of suicidal attempts only can be reduced, this would be no 
mean achievement. The suicidal attempt is a highly disturbing, dangerous, and 
costly behavior pattern. In reducing suicidal attempts, we will also reduce the suicide 
rate because those who have made suicidal attempts are potential candidates for 
suicide until their attempt has either been successful or failed, and in spite of the 
apparently low figures, it must be remembered that among those persons who killed 
themselves, the ones who had previously attempted suicide were found much more 
frequently than those who had not done so. 

There have been many clinical attempts to try to establish criteria that would be 
of assistance in predicting suicide in certain types of mental disorders, but so far no 
reliable guide has been found. The main problem in prediction lies in the uncer- 
tainty one feels as to whether or not a patient will commit a suicidal act and also 
whether that act will take the form of a suicidal demonstration, a suicidal attempt, 
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or suicide. Stengel and Cook suggest that the nature and seriousness of the mental ill- 
ness is no criterion, and it seems rather doubtful whether we shall ever be able to 
predict precisely what suicidal action an individual is going to take clinically be- 
cause the disease is not fully developed until the moment of decision. 

Finally, in evaluating statistics of attempted suicides, it must be remembered that 
in these follow-up studies, many of the patients who had attempted suicide had 
subsequently been admitted to hospitals and had received psychiatric treatment. 
If this is of importance, it is of equal importance that potential suicides should be 
discovered and subjected to psychiatric treatment before the attempt is made. 





SYMPOSIUM ON MEDICINE AND WRITING 


The Symposium on Medicine and Writing that appeared in the November 


1956 issue of INreRNATIONAL Recorp or Mepicine has been published as a 
Monograph. The articles included in this Monograph are: ‘' The Editing of 
a Modern Medical Textbook"’ by Russell L. Cecil; ‘Plain Talk and Clear 
Writing’’ by Morris Fishbein; ‘‘The Principles of Bibliographic Citation’’ 
by John F. Fulton; “The Art of Communication’ by Joseph Garland; ‘‘On 
Writing a History of Medicine’’ by Douglas Guthrie; and ‘‘Minerva and 
Aesculapius: The Physician as Writer’’ by Félix Marti-Ibafiez. 

This 72 page Monograph is sold for $3.00. As the fourth in the series of 
MD International Symposia, this book is the companion piece of Medical 
Writing, which was published in May 1956. 

To obtain this monograph, write to MD Publications, Inc., 30 East 60th 
Street, New York 22, N. Y. 
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Pitfalls of Defendants’ Examinations for 
Insurance Carriers 


B. Maurice Shure, M.D., F1.C.$ 


BROOKLYN, N. Y 


Since examinations for insurance carriers do not always end with the physical 
examination and written opinion, and on occasion require the giving of testimony 
either in the form of a deposition or in a court before a judge and at times a jury, 
I believe it would be well to include here some experiences during negligence trials 

In order to correct some of the pitfalls and create a better understanding between 
the medical and legal professions, I would like to offer a few suggestions and hope 
thereby to lessen some existing grievances. Obviously, these recommendations 
would entail changes in some of the present procedures and attitudes. 

In the past 35 years, I have seen many thousands of cases in which there had been 
unquestionable disabling trauma—both physicai and psychic—but when the exam 
inations were conducted months and sometimes years after the accident, there were 
no objective findings or sequelae. This, of course, accounts for the frequency of 
‘negative’ reports to carriers. It is my thought that a defendant should be per 
mitted to have an examination within 90 days after a mishap. If the pathology is 
not entirely clear at the time or if the prognosis is guarded because of possible un 
foreseen sequelae or complications, the defendant should also reserve the right to 
have a re-examination for further evaluation. The physician for the plaintiff fre 
quently submits a “‘preliminary’’ report, a ‘‘ progress'’ report, and a “‘final’’ report 
when all the clinical manifestations are apparent. 

Another pitfall in these examinations involves the place where these examinations 
are conducted. I have often found it embarrassing to a female plaintiff to undress 
in an attorney's office. It is also apparent that apart from a routine physical exam- 
ination, there are at times indications for rectal and vaginal examinations, at times 
for an examination of a specimen of urine, frequently for the use of a viewing box 
for overdeveloped or underdeveloped roentgenograms, and finally, for the use of an 
examining table. I would recommend, therefore, that in many instances it would 
be more advantageous to conduct examinations in the physician's office rather than 
the attorney's office. 

As for the examination itself, I feel that in order to arrive at a conclusion with 
reasonable certainty, particularly in those cases in which symptoms are largely sub- 
jective, a detailed medical history and details of the accident should be available to 
the examiner in behalf of the defendant. This does not mean that the physician 
should assume the role of an investigator. 

If an alleged injury may be substantiated by roentgenograms and none were taken, 
the defendant's physician should be permitted to make such roentgenographical 
study to validate a diagnosis. This consent should also apply if the submitted 
roentgenograms are not definite because of technical discrepancies. 

I am reminded of a case many years ago involving a woman who was in an elevator 
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that had dropped in one of the New York City garment center buildings. She was 
removed to a very fine hospital, and after roentgen-ray examinations and treatment 
for a period of two weeks, she was discharged and told that she could resume her 
regular work since no fractures or other bony injuries were found. I examined her 
while she was at her home, in bed, about three weeks after the accident occurred. 
Despite the negative history insofar as the roentgenograms were concerned, I was 
impressed that there was something definitely wrong with the woman's back from 
the clinical findings. It was established later, when she submitted herself for further 
roentgenograms, that she had sustained a “compression fracture’’ of the bodies 
of both the twelfth dorsal and first lumbar vertebrae. A review of the roentgeno- 
grams that were taken at the hospital showed that the twelfth dorsal and first lumbar 
vertebrae were not included in the films taken because fractures of the upper ribs 
only were suspected. 

Another case involving the validity of a diagnosis by roentgenogram is one in 
which a report from a large hospital to the plaintiff's attorney indicated a fracture 
of one of the upper extremities. Clinically, there was no evidence of such injury, 
and when I called at the hospital to examine the roentgenograms, the absence of such 
bony injury was confirmed. I discussed the plates with the radiologist, and he ex- 
plained that the report was incorrect because his secretary typed the findings from a 
dictated cylinder and probably did not hear the word ‘‘no’’ preceding ‘evidence of 
fracture’’ and typed ‘‘evidence’’ of fracture. The importance of roentgenograms to 
either confirm or refute the diagnosis of bony injury cannot be overemphasized. 

If alleged injuries are in a category in which the examiner is not adequately quali- 
fied, I believe one should not hesitate to recommend that the case be referred to 
another physician for appraisal, especially ophthalmological injuries with visual 
defects, otological cases with hearing impairment, or radiological problems where 
the roentgenograms may be questionable. While the defendant's examiner does not 
treat the injured, I feel it is in order to recommend procedures such as an electro- 
cardiogram or an electroencephalogram in cases in which these aids would help 
evaluate the status or the degree of an aggravation. 

Insofar as the report of the examination is concerned, one should bear in mind 
that most frequently it is reviewed by a layman, and the language and the gist of an 
opinion should be in simple expressions. Inasmuch as the physician's report reflects 
his reputation and professional integrity, it is really an expressed opinion to one who 
is to evaluate the case from the financial point. I do not believe that a judge or a jury 
or a claims manager has a higher estimation of a physician who uses terms that are 
not understood by them. For example, I feel it would be better to label a pain in the 
head as a‘ headache"’ rather than a ‘‘cephalalgia.’’ or to use the term ‘‘a cut, one 
inch long’’ instead of ‘'a laceration, 2.5 cm. long.’’ Since the one who receives the 
medical report often never sees the physician or the claimant, a fair, unbiased word 
picture gives the claims department a basis on which to evaluate the matter. I have 
never labeled a plaintiff as dishonest in a medical report. By the same token, how- 
ever, I do not hesitate to state definitely my considered opinion with respect to 
allegations that do not exist or are highly speculative. 

It is indeed well not to omit subjective symptoms or complaints when submitting 
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a report even if there are no objective findings, inasmuch as subsequent sequelae may 
occur that justify the allegations. I feel that it is wrong to '' negate’’ an examination 
report categorically without definite reason. Of course, the reports by the physician 
for the plaintiff place great emphasis on the positive findings, whereas the negative 
findings are stressed in the reports by the defendant's physician. This must neces 
sarily take place to justify any appreciable difference of opinion. 

The plaintiff should always be treated in the same courteous and dignified manner 
that the examiner would expect from his own physician. However, one must use 
tact, particularly in his conversation with an injured person. I recall an embar 
rassing experience some years ago when a lady asked if I knew her attending physi 
cian and if the prescribed medication was the proper treatment. Of course, I knew 
the physician and said so, but made no comment with respect to the medicine. Yet, 
when this case came to trial, the plaintiff testified that she had asked me about the 
medicine and that I had advised her to take these pills. 

The occasion arises when some claims of physical injuries are not disposed of 
amicably. I have in mind only the medical aspects and not the liability phases 
When the trial stage is reached, the defendant's physician's role is very important 
His testimony covers diagnosis, prognosis, and causal connection. If sound and 
adequate facts are given to the claims department or to the judicial body, and not 
speculative and conjectural matter— if you acknowledge that certain aggravations of 
pre-existing conditions are medically acceptable and therefore causally related then 
there is no fear of being embarrassed during trial by cross-examination. 

An honest difference of opinion should be recognized, and you need never belittle 
a colleague even if you do not agree with him. However, | do not believe that an 
implied criticism in the nature of a disagreement with a diagnosis or a prognosis is 
unethical. I feel that one should not subscribe to a traumatic etiology in non- 
traumatic conditions. 

Experienced trial attorneys frequently have little cross-examination when the de 
fendant’s physician testifies without partisanship. On the witness stand, one should 
be modest and concede that he does not know everything. I vividly recall an oc- 
casion on the stand when a cross-examiner made offensive remarks because I did not 
admit acquaintance with a textbook from which he wanted to quote. His acrimony 
did not benefit his client. Another instance of disappointment came to a fine cross- 
examiner when he started his questioning by saying: ‘Do you feel qualified for me 
to examine you on injuries of the brain?’’ This sort of undignified and tactless 
attitude frequently does not work out well for the plaintiff in the final analysis. I 
have always found it better not to argue while in the witness chair. 

I am mindful that some of my remarks are controversial. However, I trust that 
they will stimulate discussion of the problems encountered in examinations for car- 
riers. A further study of the pitfalls outlined will account for a better relationship 


between physicians and lawyers. 
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Medicolegal Problems of Senility 


Sidney Franklin, M.D., LL.B., M.S.P.H. 


CLEVELAND, OHIO 


Our population is growing older. Our declining birth rate, curtailment of immi- 
gration and lowered mortality in childhood and early adult life have all played a 
part in increasing the percentage of the 65 and over age group in the population from 
4.1 per cent in 1900, to 4.7 per cent in 1920, 6.8 per cent in 1940, and 8.2 per cent in 
1950.' For 1955, the calculated estimate is 8.5 per cent. The increase of the per- 
centage of population in the 55 to 64 year age group is less marked. It is estimated 
that by 1960, there will be at least 15 million persons in the 65 or older age group in 
the United States.*: * 

The catabolic process begins at birth, but the process of aging begins, for some 
organs at least, at the age of 10 to 25 years. Some organs wear out more quickly than 
others, such as a congenitally weak heart, kidney, or thyroid gland. The chron- 
ological age does not matter as much as the evidence of senescence. In general, 
geriatrics may be considered to begin at age 40. It is not advisable to establish it as 
a specialty, but rather to urge that special attention be given it by men in all branches 
of medicine. * 

Factors influencing longevity include heredity, environment (chiefly home), cli- 
mate, infections, and worry, often caused by insecurity and probably more harmful 
than disease, especially for emotional balance. Premature senile disintegration often 
can be traced to metabolic defects or to nutritional deficiencies.*? Periodontal disease, 
a chronic infection, may itself bring about presenile changes in the middle-aged 
person and thus hasten, in effect, the advent of the old age period. Extraction and 
replacement are preferable to permitting extensive chronic infection in the mouth.' 

In appraising the capabilities of older persons, the important variable to consider 
is not chronological, but rather functional age. A man is as old as his arteries, sense 
organs, and mechanisms of mental and emotional adjustment. The natural process 
of aging is of more significance for some occupational groups than others by virtue 
of differences in the demands made on individual abilities. There is little evidence to 
justify arbitrary retirement at 65, since each person's occupational future should be 
judged on its own merits. Judgment, reasoning, and other complex psychological 
functions are more resistant to deterioration with age. 

The prejudices against older workers are being minimized because they tend to have 
fewer accidents, smaller labor turnover, and satisfactory rates of production; they are 
more stable, loyal, and responsible. There is no contradiction between declining 
ability of the aging person to perform extreme exercise and good maintenance of 
heavy industrial performance, for even in hard industrial work, the average load 
level is far lower than it was years ago.*~’ However, the older group do suffer more 
frequently from chronic illness, which probably accounts in some measure for the 
increase of the suicide rate among old men. 

The diet of older people need contain fewer calories, less fat, and more protein, 
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and its form should be modified as necessitated by poor dentures. Excessive use of 
tobacco shortens life up to age 70 and is related to cancer of the lungs.? 

Slow recuperation after strain is one of the carly symptoms of deterioration and 
necessitates reduction of excessive strain. In aging there is gradual loss of intellec 
tual elasticity and the ability to adjust; opinions crystallize and evolutionary proc 
esses are resented. The diminution in the sex instinct may be compensated for by 
increased emphasis on the self-preservation instinct and conservatism, manifested by 
unwillingness to delegate more responsibility to younger men in industry. Re 
sponsibilities should be reduced after the age of 50 years, even if adjustment co dif- 
ferent work involves a cut in salary. Older people should be encouraged to maintain 
a wide variety of interests, accept personal and social changes, and participate 
actively in community activities.* 

Training will counteract the effect of age on physical fitness. On the average, a 
trained man of 60 will run faster than an untrained man of 40.°-’ This applies to 
maintenance of performance through continuous training into higher age. 

Since the involvement of physiological functions in different types of work varies 
widely, different age trends for different types of work should be expected. Not all 
physiological functions change with age, and wide individual differences exist in its 
effects. Some of the age changes in physiological functions of the total person can 
be ascribed to a loss of cellular protoplasm and changes of cellular functions. Our 
ultimate goal is to identify the cellular properties that are the basis of the biological 
process of aging that is common to all living animals. 

In old age, the brain shows atrophy and degeneration, mainly in the cortex and 
most frequently in the left hemisphere. The convolutions are narrowed and the sulci 
widened. The fluid is increased and the lateral ventricles are dilated. The cells are 
atrophied, the nerve fibers thin, and the glial tissue retrogressive. There are plaques, 
small areas of softening, and pigmentation. The meninges are thickened, the spinal 
cord darker and firmer, and the spinal fluid increased. There is wasting of the 
ganglion cells of the anterior horn, pyramids, and posterior fibers. The peripheral 
nerves are degenerated from atheromatous arteries.?. The pronounced drop of en- 
durance with age might be partly caused by a decreased tolerance of the central 
nervous system, perhaps asa protective action. 

Toward the end of life, the phosphotides and steroids decrease more than the cere- 
brosides, with an apparent accumulation of ‘‘ undefined"’ lipids, which may represent 
the lipochromes, the yellow pigment characteristic of old age.* The lipoid fractions 
in both white and gray of the cerebral cortex fall in the 78 to 90 year group. The 
decline in pentose nucleic acid as the brain ages may point to a decrease in neuronal 
activity.” The lipoid content of the basal ganglia remains high through age 76."° 

In the ninth decade nitrogen and phosphorus are poor and the well-defined lipid 
fractions and total protein are declining, but sulfur-rich substances and ‘‘ undefined 


lipid’’ are increasing. Chondroitic acid is deposited in the aorta.’ There is lipo- 


matosis of the sciatic nerve.* 

Decrease of cerebral circulation is more probably involved in the decline of cerebral 
metabolism, functional deterioration of the central nervous system, and their psy- 
chological correlates. Central nervous system excitability depends on its oxygen 
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supply. The trend to slower frequency of the oscillations in the clectroencephalo- 
gram of older persons may also be a related phenomenon. 

The heart weight is decreased. The pericardium is opaque, and the left ventricular 
wall is thickened. The myocardium shows necrosis and fibrosis; the heart cavities 
are increased, and there are atheromatous changes with an increase in the percentage 
of cholesterol esters related to the fat intake, and also calcium deposits in the thick- 
ened intima of the coronary arteries, calcareous middle coats, and hardened outer 
coats. The left coronary artery and its anterior descending branch show the most 
severe changes. The arch of the aorta is clongated and greater than the vertical 
diameter. There is calcification in the ascending and transverse portions of the 
aorta and the iliac and femoral arteries. The aortic and mitral valves are sclerotic 
There may be an aneurysm of the lower abdominal aorta.* Capillary permeability is 
diminished. During work, in older men, clectrocardiographic changes include more 
depression of the ST segment, particularly in the V, lead, and a greater right shift of 
the T axis. Electrical potentials are decreased, causing decrease of amplitude, and 
the angle is increased in the direction of left ventricular ischemia. The electrocardio- 
gram indicates that age trends may be counteracted by physical training. 

As age increases, left ventricular work decreases, peripheral resistance increases, 
and circulation time becomes prolonged. An important objective method for the 
general appraisal of physical fitness is the maximum oxygen intake, since it deter- 
mines the maximum load level at which sustained work can be performed and de- 
pends largely on the cardiac output. There appears to be a biological trend toward 
better maintenance of physical fitness, but it does decrease with age. The drop in 
resting oxygen consumption accelerates after age 63.°~' 

The parallelism of age cfects and of cardiovascular disease is remarkable. There 
appears to be a gradual transition from age trends to coronary heart disease. In the 
general decrease of fitness with age, decrease of cardiovascular capacity and reserve 
appears to be a very important factor. The same degree of cardiovascular impair- 
ment will affect older persons to a greater extent. However, many with advanced 
coronary sclerosis do not develop coronary heart disease, and in a high percentage of 
cases with angina pectoris, the clectrocardiogram is normal. 

The possibility of training treatment in older cardiovascular patients is intriguing. 
Improved capillarity of the skeletal muscle will decrease the heart load, and in- 
creased capillarity of the heart wil! increase cardiac reserve. 

The hollow organs atrophy in old age. The stomach and colon dilate. Viscer- 
optosis occurs, especially in thin individuals. Diverticulae result from muscle atrophy 
and hemorrhoids from impaired circulation. The kidney, liver, pancreas, and spleen 
become swollen and denser, due to connective tissue proliferation. The gall bladder 
and bile ducts are thicker and gall stones are frequent. The urinary bladder di- 
minishes in capacity, its muscular tissue becoming atrophic and fibrous. The ureters 
become stiff and hard, due to fibrosis.” 

The cranial bones thin and hyperostosis may occur, especially in the frontal region. 
In the bones, the organic matter wastes, leaving an excess of mineral matter. The 
marrow is gelatinous, harder, denser, and contains more fat. Osteoporosis may occur. 
The bones become brittle, especially in women, and the neck of the femur approaches 
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aright angle. The mandible, teeth, and alveolar process waste and absorb; the face 
becomes wizened and the chin pointed.* 

The testes atrophy and become sclerotic, but spermiogenesis may still be possible 
The female genitals atrophy. The thyroid, parathyroids, adrenals, and pituitary, 
particularly in the anterior lobe, atrophy. The fibrous tissue in the prostate becomes 
excessive, especially in the middle lobe, and lime salts may block the ducts.* 

In the eyes, density increases. There is dehydration, loss of fat and elasticity, and 
sclerosis of the lens. The muscles of accommodation weaken. The car drum becomes 
atrophic and there are changes in the auditory canal.? 

Physiological changes in aging include: gradual tissue deterioration, diminution 
in the capacity for cell growth, division and tissue repair; gradual retardation of the 
rate of tissue oxidation, that is, the metabolic rate; cellular atrophy, degeneration, 
increased cell pigmentation, and fatty infiltration. There are gradual decreases in 
tissue elasticity and degenerative changes in the clastic connective tissues of the 
body; decreased speed, strength, and endurance of neuromuscular reactions; progres- 
sive degeneration and atrophy of the nervous system; impairment of vision, hearing, 
attention, memory, and mental endurance; gradual impairment of the mechanisms 
that maintain a fairly constant internal environment for the cells and tissues, that is, 
homeostasis. 

There is atrophy with reduction in the size of all organs and tissues, except the 
prostate and the lungs. The latter become emphysematous and the respiratory 
capacity diminishes. The solid organs increase in consistency. Muscles lose their 
elasticity and resiliency; they become less efficient and more easily fatigued. Fascia 
and connective tissue become drier and tougher; the changes in the capsular ligaments 
may cause immobilization. 

So much for the medical aspects of the aging process. 

The medicolegal implications are many and varied; they will undoubtedly increase 
in the future. The mentally ill or imbecilic persons are not considered in this dis- 
cussion, We are concerned here only with those legal acts in which the courts 
emphasize age in arriving at their decisions. Let us briefly take up some of the more 
common legal problems. 

To begin with, let us consider testamentary capacity. To make a valid will a 
testator must: (1) have sufficient capacity to comprehend the nature of the act he is 
performing; (2) understand the extent of the property of which he is disposing; (3 
comprehend the relationship he holds to those who have claims on him; (4) be 
capable of making a rational selection among them. 

Advanced age and enfeebled condition of mind and body are not sufficient to in- 
validate a will.'' The highest degree of mental soundness is not required. Lapses 
of memory or periods of absent-mindedness do not invalidate a will.'*: '* 

Actual disease of the brain, paralysis with aphasia after cerebral apoplexy, and 
even softening of the brain may not be sufficient to invalidate a will, if the testator 
possessed a disposing mind. Extreme weakness or approaching death does not in- 
capacitate, provided the person is rational. '* 

Deafness, epilepsy, tuberculosis, nephritis, fever, cancer, chronic alcoholism, 
chronic disease of old age, disease of the brain, mental peculiarities, weakness of 


7 ° | -_ 
MEDICOLEGAL PROBLEMS OF SENILITY Franklin 627 





mind, delusions, and hallucinations do not incapacitate. Sinking attacks shortly 
before a will is made do not incapacitate;'* nor does lethargy, drowsiness, or stupor 
from illness.'* If the testator is delirious at times, his will is binding if not made 
during such a delirious attack.'’ Personal appearance does not give evidence of his 
mental capacity. Although he is extremely old, occasionally strange and eccentric, 
and not able to transact many affairs of life, his will may be valid. 

A person of unsound mind may have lucid intervals when he is capable; perfect 
restoration is not required as long as he can demonstrate beyond a reasonable doubt 
that he understands: the nature and quality of his act; the nature and extent of his 
property; and the claims of the grantee on his bounty. He may be insane for other 
purposes, may even have been adjudged insane. Mental disease of the testator's 
ancestors or relatives does not alone authorize an inference of insanity. '* 

Suicide or attempt at suicide does not raise a presumption of insanity at the time 
of execution of the wiil.'!" He may be a chronic alcoholic.*° The facts that he was 
a drug habicué and was using drugs during the period in which the will was made 
are insufficient to carry the issue to the jury.*! 

Weakness of intellect, whether due to senility, disease, great bodily infirmities, or 
suffering, may disqualify provided it really disqualifies the person from knowing or 
appreciating the nature, effects, or consequences of the act.** 

A person must be of sufficiently sound mind and memory to understand, appreciate, 
and be mentally equal to the task. If he is so far under the dominion of a person in 
whose favor he makes the will as to prevent the free exercise of his judgment, such 
testator is not, in the contemplation of the law, of disposing mind and memory.** 

When evidence of fraud and duress is insufficient, the charge involved may be one 
of undue influence only. Fraudulent marriage may be an issue, or false statements. ** 
The issue may be whether the signature was obtained by misrepresenting the contents 
of the will.*® Evidence that the widow's brother falsely testified that the nephew 
had stolen goods was held not sufficient to authorize submission to the jury since 
no provision was made for the nieces.** 

A great deal of the mental comfort of aged persons is dependent on the maintenance 
of their testamentary capacity. To excite sympathy an aged person may tell others 
that his own family neglects him; at home he refuses to be helped by his relatives. 
He may go to live with a person outside the family. 

The mental and physical state must be considered in relation to undue influence, 
if the testator is blind, weakened, or uses intoxicants and narcotics. If judgment 
is impaired, a person is likely to depend on others for even trivial matters. He 
may be so weak that he must be cared for like a child; his eyesight may be poor, or 
he may be deaf and someone must be present to take care of his needs. He may be 
imposed upon by artifice, flattery, threats, and superiority of will. Advice and 
persuasion are proper; external influence to substitute volition of another for that 
of the testator is undue influence and invalid. 

It is necessary to ascertain, as far as practicable, the power of coercion on the one 
hand and the liability to its influence on the other.*7 Whenever a person attains an 
ascendancy that prevents the testator from exercising an unbiased judgment, undue 
influence exists. Mental impairment or intoxication per se is not sufficient to over 
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come the presumption of mental capacity, if the will is fair and reasonable or if the 
note was executed and delivered by the old person. Undue ad vantage must be proved 

Undue influence may be given as evidence when the will is prepared by the heir or 
the heir’s attorney or when a parent becomes subservient to a grown child.** A 
charge may be made that undue influence was instrumental in procuring the will to 
be made. * 

Opportunity and disposition, plus persuasion and importunity, are not sufficient 
to take the question of undue influence to the jury. Contestants must show control 
over the testator and substitution of the will of the person exercising the influence. *’ 

We will next take up the marriage relationship. Marriage at an advanced age is 
not of itself evidence of testamentary incapacity.*' Insanity may be ground for 
divorce** or annulment.** It must be proved that the insanity is incurable. 

Impotency was described as want of power for copulation, and not merely steril- 
ity.** The law requires capacity for true copulation and not partial, imperfect, or 
unnatural copulation.*® Impotency must be incurable and render complete sexual 
intercourse practically impossible.** Divorce was granted for self-abuse with proof 
that the incapacity of impotency would be permanent, due to perversion in mind 
and body. *? 

A woman older than 50 will not be required to have a medical examination for the 
purpose of giving evidence that she is impotent.** A man who marries a woman 
past 50 will not be granted a divorce for her impotency.*’ A chronic venereal disease 
at the time of marriage is considered physical incapacity.“ 

However, masturbation in the voluntary presence of the wife was held not to be 
cruelty, even though her health may be injured by its effect on her feeling.*' Peder- 
asty is cruel and inhuman treatment within the meaning of the divorce statutes." 

Of increasing medicolegal importance is the field of safety in driving. There is a 
crying need for medical standards for the maintenance of driver fitness, as well as 
original licensure. Age is important by virtue of its effects on the mind, skilled 
performance, reaction time, and response to high speed, visual and auditory changes. 
Among the few small beginnings of legal requirements already enforced are the 
physical examination, vision, and law tests of drivers between 65 and 70 in the 
District of Columbia, the vision, law, road sign, and driving tests for Illinois appli- 
cants older than 72 if the license has been lapsed for more than three years, and in 
New Hampshire, re-examinations for some elderly persons and for some who have 
become physically handicapped. In the recent session of the Ohio legislature a bill 
was introduced to require examination for license renewal of applicants who are 70 
years of age or more, but it was not enacted into law. In this field, age has a very 
real medicolegal significance and future legislation will undoubtedly be necessary. 

Finally, we must all be concerned with expansion of social security and welfare 
legislation, public and private retirement and pension funds, hospitalization and 
medical facilities, housing, day centers, recreational and rehabilitation legislation to 
meet the human needs of the rapidly increasing problems of senility. 
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Malpractice and Rectal Surgery 


Jacob M. Benson, M.D. 


PHILADELPHIA, PA 


Most of the generalizations concerning malpractice and rectal surgery also apply 
to the entire field of surgery. However, certain areas of rectal surgery are unique as 
sources of malpractice suits. The frequency of such actions might appear consider 
ably less than those that arise in orthopedics and radiology, for example, but this is 
only because the average person is not aware of them. 


DEFINITION 


Webster states, ‘Malpractice is improper or injurious practice; unskillful and 
faulty medical or surgical treatment."' Dr. Louis Gelber has defined it in his Medico- 
legal Text as ‘‘ the failure to apply the reasonable skill and care consistent with the 
degree displayed in the surrounding community." 

It is the judge who tells the jury what malpractice is and the jury, in turn, decides 
whether malpractice has been committed and what damages should be assessed. 


FREQUENCY 


Dr. Louis Regan has described malpractice as an occupational hazard. It is his 
opinion that in some localities, any patient with less than perfect end results is a 
potential claimant for malpractice awards. We all know that even without negli- 
gence, there sometimes occur unfortunate results. 

Criticism of the physician and his family, his car, his home, the fact that he may 
take an afternoon off to play golf or take his family to a show or away for a week 
end is not at all uncommon. All too often the critics are disgruntled or jealous col- 
leagues, and frequently such resentment reveals itself in critical appraisal of the 
work of a fellow physician. Reaching the ear of patients harboring the same sort of 
unfair feelings toward that particular physician or toward the profession as a whole, 
such criticism may lead to a malpractice action, 

Within the past decade the malpractice claims have doubled; in some places the 
increase has been 350 per cent. The average cost per claim in 1937 was $457.00; 
in 1954 it had zoomed to $1,968.00, according to Medical Economics (December 1955 
issue). In the same issue, Dr. Regan cautioned that unless physicians take a more 
realistic view of malpractice and get the public to do the same, it is only a question 
of time before every physician will find himself in court fighting a malpractice suit. 

Statistics for the period of 1946 through 1954 (Medical Economics, September 1955) 
indicate that actions against general practitioners constitute 54 per cent, against 
certified specialists, 31 per cent, and against noncertified specialists, 15 per cent, of 
all suits. In 70 per cent of cases the incidents leading to the suit arose in a hospital. 
In those arising outside the hospital, general practitioners were involved twice as 
often as specialists. 





Finally, in a breakdown according to specialty, it was found that 14 per cent of all 
suits were brought against general surgeons. 


PITFALLS IN RECTAL SURGERY 


Some of the traps common to all medical practice, including proctology, are: (1 
failure to obtain consent for examination or treatment of a minor, (2) failure to 
obtain written consent for an operation, (3) failure to make an adequate diagnosis, 
unless circumstance dictates otherwise, and thereby overlooking the obvious, (4 
violation of privileged communications, (5) abandonment, (6) invasion of the pa- 
tient’s right of privacy, (7) the “res ipsa loquitur’’ principle. (8) the telephone (ac- 
cording to experts, this is a trap closely associated with ‘failure to make an adequate 
diagnosis . . . and thereby overlooking the obvious.’ Treatment via the telephone 
can cause headaches as well as cure them. ) 

Most of the medicolegal problems in proctology deal with two factors: (1 
in management or judgment, and (2) errors in technique. 


errors 


ERRORS IN MANAGEMENT OR JUDGMENT 


Granted that no two physicians handle a case exactly the same way, nevertheless 
certain methods have been tested and tried and are best adhered to if malpractice 
suits are to be avoided. For example, it would be an error in judgment not to explain 
to a patient suffering from an obscure bowel lesion, suspected of being even a low- 
grade neoplasm, that after operation a colostomy might be necessary. The rule is: 
explain to the patient what to expect from any procedure, particularly if surgery is 
to be performed. 

One case comes to mind in which one of my chiefs operated for what he believed 
to be a benign sigmoidal polyp only to find at operation that it was not and that the 
best method was to perform a transverse colostomy. Originally he intended to do an 
end-to-end procedure with a closed abdominal incision. The lesion was too high to 
biopsy and appeared solitary with no evidence of metastasis. The patient was in 
good condition and was not informed, as it was felt this would be an uncomplicated 
procedure. As he did not believe patients were entitled to explanations, all the 
surgeon told him was that the approach would be abdominal. 

During convalescence, after partial recovery from the shock of realization that he 
would have a permanent abdominal opening, the patient whipped a gun from under 
the sheet one day during rounds and blasted away at the chief. Thinking he had 
killed him, the patient turned the gun on himself with fatal results. 

The moral: malpractice can be dangerous to life and limb, to both the physician 
and the patient. Could the patient have brought suit because the physician had not 
told him the probable outcome of the operation? Yes. Whether he would have 
been successful is a different matter. But how would it have ended if this surgeon 
had discussed with the patient the possibilities prior to operation? It could have 
done no harm. The physician used an approved procedure and good technique. 
He erred in not briefing the patient adequately beforehand. 

Management implies knowing the patient; technique means knowing the subject. 
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A patient was examined by an associate and told that a surgical procedure was 
indicated. He asked whether it would interfere with his attendance at an important 
business conference that required his presence. The surgeon explained this was ‘‘a 
minor sort of thing—you will be able to fly to the Coast or anywhere else in a week 
or ten days.’ At operation the minor procedure was found to be more than antici- 
pated and convalescence took longer. Not waiting to be discharged, the patient 
left for the conference considerably annoyed at the turn of events. 

When he reached the West Coast a postoperative hemorrhage requiring trans- 
fusions hospitalized him. After a stormy experience he threatened all sorts of civil 
and criminal actions against the surgeon. Fortunately none materialized. The moral: 
to prevent patients from thinking they have been misled, do not underrate or mini 
mize a procedure. 

In another case, after an excision of a polyp locally through a sigmoidoscope with 
fulguration of its base, several pieces of Oxycel gauze (an absorbable hemostatic 
were placed against the mucosa at the operative site to check future bleeding or 
oozing. After a rapid recovery, the patient left the hospital in fine condition. All 
studies and tests including biopsy of the tumor were negative. Upset because she 
was discharged by the surgeon after the first follow-up, the patient complained about 
the bill. Shortly thereafter she consulted an attorney who told her that ‘’ gross mal- 
practice had been effected in that an obvious piece of gauze sponge was inadvertently 
left within the confines of the bowel causing damage to the patient."’ What had 
happened was that she had passed a hard clot that caused bleeding from hemor- 
rhoids (of which she was unaware) with griping. The clot also contained a piece 
of Oxycel ** gauze’’ that had not been completely absorbed nor had it been passed out 
in prior bowel movements. The law suit did not materialize, but all difficulty 
might have been avoided if the surgeon had explained in advance about the Oxycel. 
His postoperative orders certainly could have mentioned ict. 

A good proctologist was accused of precipitating a heart attack by a sigmoidoscopic 
examination. While in the knee-chest position, the patient complained of chest 
pain, mistakenly thought to be due to the nature of the procedure. When tilted to 
the upright position he felt better, finally left the office in good condition, and 
even apologized for being such a ‘rotten patient.’’ Several days later he suffered a 
coronary episode. The patient conceived the idea, unwittingly fostered by the at- 
tending physician, that the sigmoidoscopic examination had caused the episode. 
Though approved technique had been used and no disorders had been noted by the 
referring physician, the patient got the idea that the sigmoidoscopic examination 
was causally related to the myocardial infarction that followed. 

The management of fistulas is notoriously difficult. Unless the operator informs 
the patient of the potential risk of incontinence and of recurrence after excision, he 
may find himself facing a malpractice suit. Failure to inform the patient what to 
expect, rather than a problem regarding technique, may be the issue. Sometimes an 
explanation, particularly in the presence of a third party, may spell the difference 
between an award and a nonsuit. With fistulas, incontinence is a rather rare com- 
plication, percentagewise; recurrence takes place much oftener. Both, however, 
should be mentioned, emphasis depending on the particular lesion. 
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There are other situations frequently seen in proctology that can lead to difficulties. 
What about that small polyp just within the reach of the sigmoidoscope? Wouldn't 
it be simple, while doing a biopsy, to excise it and then put a hemostatic pack over 
the base or clectrocoagulate it right in the office? But during the procedure, the 
polyp may slide away from the scope, out of range, and the base may bleed pro- 
fusely. After quickly putting in a pack, you may have to give the patient a trans- 
fusion and reoperate in the hospital, Mistake in judgment? Of course, but it hap- 
pens all the time. 

Time and again we have been called in consultation for a ‘night emergency’ re- 
sulting when a good general practitioner ‘' gets in over his head."’ That “‘external 
thrombotic hemorrhoid"’ was in reality an interno-external or ‘‘ mixed'’ hemorrhoid 

it could have been a pedunculated prolapsed polyp), which would not stop bleeding 
after it had been excised in the physician's office. We have also seen errors in diag 
nosis on the part of some very skilled and experienced men in our specialty. In 
one case a fistula with abscess, which had been incised, was drained so long that ulti- 
mately the correct diagnosis of carcinoma with metastasis was made——by someone 
else. The first physician had not done a biopsy. He was certain that the fistula and 
abscess were typical-—but not of carcinoma. 

Telephone management of patients has caused many a problem. In one instance 
the physician was called Sunday evening while at a party. He was told that a sister 
of a patient he had operated on some years previously was ‘‘ bleeding from the rectum 
enough to soak through the bedclothes.'’ Having had several false alarms before, 
the physician advised the usual over-the-phone methods and returned to the festive 
activities. Several hours later he was called again, but this time there was urgency 
as the voice explained that the patient was not as restless, but was still bleeding and 
very pale, and looked like she was worse. The physician advised that the patient 
be brought to the hospital where he was attending proctologist. Almovt exasper- 
ated—-for he knew that his former patient was an alarmist and a highly nervous 
woman-—he explained that if the condition of the patient warranted she would be 
admitted that very night. 

He alerted the receiving ward and forgot about it for a while. Shortly later, the 
hospital's surgical resident called and said, ‘We are giving your patient blood and 
she is still in shock and bleeding from the rectum. Her hemoglobin is dropping. 
What do we do now?"’ The patient had an acute hemorrhagic ulcerative colitis and 
almost bled to death in the span of two and a half hours. Fortunately there was no 
mention of malpractice, although, had the patient died, this might have been tried 
as a bad case of gross neglect. 

It would take a lengthy paper just to consider the errors in management and 
judgment associated with so-called ‘idiopathic ulcerative colitis." Someone once 
said, ‘‘ Everything has a cause; it is just sometimes hard to find and frequently almost 
impossible.’’ We have seen patients shuttle from internist, to gastroenterologist, to 
proctologist, to general practitioner, to radiologist, to surgeon, to psychiatrist, to 
laboratory men, and back again, still complaining and still suffering from something 
‘“idiopathic.’’ We feel that such a disorder is best handled by a team of physicians. 
There is much less chance of error and the responsibility is divided. 


634 november 1957 INTERNATIONAL RECORD OF MEDICINE 





ERRORS IN TECHNIQUE 


There are certain inherent potentialities inviting disaster in rectal surgery tech- 
niques. These may be classified under the headings of: (1) diagnostic techniques, 
including the sigmoidoscopic examination, which gives rise to a great deal of trouble 
because of the positioning of the patient and the basic anatomy of the rectosigmoid, 
ampulla, and rectum; (2) nonoperative techniques involving the use of sclerotics, 
clectricity, cauteries, douches, medications, and allergens; and (3) operative tech- 
niques. 

Whether or not to perform a sigmoidoscopic examination is a matter of judgment; 
not to do so may leave the surgeon open to criticism. Sometimes the surgeon may 
do better to order a barium enema roentgenogram, although we know of cases of 
perforation and peritonitis resulting from the procedure. In one case the operator 
tried to pass the sigmoidoscope despite intense spasm. Though visualization was 
poor, the operator persisted and finally caused a perforation, peritonitis, and a near 
fatal outcome. 

In taking a curet biopsy or scrapings, the bleeding is rarely troublesome, although 
Max Thorek has described a case in which the resultant hemorrhage was nearly fatal. 

Nonoperative potentialities for malpractice include: (a) abscess or slough after 
sclerosing therapy of hemorrhoids; (b) reactions to medications used in sclerosing, 
particularly quinine or oil-soluble medications used in prolonged anesthesia. One 
type of preparation is alleged to have produced several cases of myelitis, and almost 
every preparation used either for anesthesia or for sclerosing can claim at least one 
victim in the production of an allergic reaction, in spite of elaborate precautions and 
negative skin tests. Even the most careful worker may occasionally cause a fistula 
an abscess, or a slough through the use of sclerotics or oi] anesthetics. 

Operative errors occur in rectal just as in other types of surgery. Strictures, in- 
continence, hemorrhage, abscess, shock, and perforation are not typical because of 
one major factor—the anatomy of the rectum, anus, and sigmoid. The anal sphincter 
is unique. It is a voluntary muscle that is ‘‘working’’ when it is in a state of rest 
At that time it is contracted and is air-, water-, and bowel movement-tight. When it 
is opened to pass gas or stool, the sphincter is relaxed and widened. It has a unique 
blood and nerve supply that must be preserved. The sphincter should not be severed 
in more than one place; adequate drainage must be ensured; strips of mucosa must 
be left intact between denuded areas; skin must not be uselessly sacrificed. We have 
seen the most extensive anorectal surgery performed by good operators using sound 
technique, and rarely have we seen postoperative abscess or conditions requiring skin 
graft. It should be remembered that the charge of malpractice may often be avoided 
by making certain that the surgical area is not unnecessarily enlarged. 
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Intramuscular Administration of Prednisolone 
in Dermatoses 
Comparison with Oral and Topical Therapy 


F. Philip Lowenfish, M.D. 


DIRECTOR OF DERMATOLOGY, NEW YORK CITY HOSPITAL 


NEW YORK, N. Y 


INTRODUCTION 


Prednisone (Meticorten*) and prednisolone (Meticortelone*) have been reported 
as producing favorable results in a variety of dermatoses.'~'® As far as we know, 
there have been no reports on the intramuscular use of prednisolone in dermatological 
conditions. In this study, we attempted to determine the efficacy of intramuscular 
administration of prednisolone and to clarify the respective indications for intra- 
muscular, topical, oral, and combined metisteroid therapy. 


METHOD 


Various dermatological conditions in 198 patients of all ages (table I) were treated 
with prednisone or prednisolone in the following manner. 

1. In one group of patients, prednisolone acetate in aqueous suspension was in- 
jected intramuscularly into the buttocks. The usual dosage schedule was 1 cc. (25 
mg. prednisolone) daily for three days, and then 1 cc. every other day. The dosage 
for infants was 0.25 cc. at similar intervals. Occasionally injections were given once 
weekly or less frequently. 

2. In a second group of patients, prednisolone (Meti-Derm creamf) in a cream base 
or an ointment of prednisolone and neomycin (Meti-Derm ointment with neomy- 
cin?) was applied locally twice daily to the involved areas. The cream contains 5 
mg. prednisolone /Gm. as the free alcohol in a water-soluble base. Each gram of the 
ointment contains § mg. prednisolone and § mg. neomycin sulfate in a white petro- 
latum base. 

3. A few patients received prednisone tablets, 5 mg. four times daily. 


RESULTS 

These newer synthetic steroids are of great value in the treatment of a wide range 

of resistant, acute, and chronic dermatoses. Diminution of itching, inflammation, 

and edema, involution of the infiltrative lesions, and reduction of erythema occurred 

much more rapidly than could be expected in self-limited conditions. In more serious 

dermatoses, marked improvement frequently occurred within a few days after therapy 
was started. 


* The trade name of the Schering Corporation for predrisone is Meticorten, for prednisolone is Meti 
cortelone. 

+ The trade name of the Schering Corporation for prednisolone in a cream base is Meti-Derm cream; for 
an ointment of prednisolone and neomycin is Meti-Derm ointment with neomycin. 
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The injectable suspension of prednisolone was strikingly beneficial. Its effect 
occurred more rapidly, and lasted longer, than was the case with either the topical 
or the oral medication. It has considerable value in dermatoses previously resistant 
to more conservative types of therapy. 

In our series, the injections produced excellent or good results in the following 
conditions: contact dermatitis, pediatric atopic dermatitis, dermatitis medicamen- 
tosa, autosensitization dermatitis, radiodermatitis, acute dermatitis, pityriasis rosea, 
generalized urticaria, angioneurotic edema, pemphigus, varicose ulcers, and lupus 
erythematosus. Although we treated only 1 case each of dermatitis purpurica, lichen 
planus, erythema nodosum, kraurosis vulvae, and premycotic mycosis fungoides, the 
favorable results achieved with prednisolone injections in these patients warrant 
further study. The injections were ineffective for plantar warts. 

Two patients with intertrigo complicated by diabetes received the injections. In 
both instances the diabetes responded well to insulin and the prednisolone cleared 
the intertrigo. No increase in insulin dosage was necessary since neither patient 
had glycosuria or hyperglycemia after prednisolone administration. 

Unfavorable responses were rare. In an elderly, very sick patient with herpes 
zoster, the injections were valucless and the patient later died from pneumonitis and 
cardiac failure. Since there is some evidence that steroid administration may spread 
viral infections,'® it is possible that prednisolone may have been responsible for 
diffusion of the virus. However, the steroid did not affect the cardiac condition. '’ 

A patient with von Recklinghausen's disease who failed to benefit from the in- 
jections later developed cushingoid symptoms. These receded shortly after cessation 
of therapy. Aside from mild salt-retention edema, which occurred in a very few 
patients, there were no further side effects attributable to the injections of prednis- 
olone. Potassium salts were not given when edema occurred, and it was not nec- 
essary to decrease the frequency of injections. Edema invariably disappeared within 
two or three weeks after completion of therapy. 

Topical applications of prednisolone or prednisolone with neomycin were adequate 
for some dermatcses. It was found that topical therapy enhanced local healing in 
patients who also received the injections. 

The ointment of prednisolone and neomycin is generally indicated when secondary 
infection is present. This preparation achieved excellent or good results in neuro- 
dermatitis, chloasma of the face and neck, folliculitis, and paronychia. When the 
cream, which contains prednisolone only, was compared with the ointment, the 
latter proved superior for varicose ulcers, radiodermatitis, and pediatric atopic 
dermatitis. 

The cream form appeared to be better for herpes simplex since some patients com- 
plained of a burning sensation when the ointment with neomycin was used. The 
cream alone produced excellent results in seborrheic dermatitis and pruritus ani. 
Good results were obtained with it in contact dermatitis, but the injections are 
preferable in this indication. 

Topical applications of prednisolone were ineffective for hypostatic dermatitis, 
keratosis senilis, most types of acne, and lichen planus. Results in psoriasis were 
equivocal. 
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Indications 


Contact dermatitis 
Poison ivy der- 
matitis 
Neurodermatitis 
Pediatric atopic 
dermatitis 


Hypostatic derma- 
titis 

Autosensitization 
dermatitis 

Dermatitis pur- 
purica 

Acute dermatitis 

Radiodermatitis 

Psoriasis 

Herpes simplex 

Herpes zostct 


Folliculitis 
Paronychia 
Pityriasis rosea 
Intertrigo. with 
diabetes 
Generalized 
urticaria 
Lichen planus 
Pyoderma 
Angioncurotic 
edema 
Pemphigus 
Varicose ulcers 
Myxedema 
Keratosis senilis 
Von Reckling- 
hausen’s discase 
Lymphoblastoma 
Acne vulgaris 
Acne rosacea 
Seborrheic derma- 
titis 
Pruritus ani 
Plantar warts 


TABLE | 
Results of Treatment 


Administration Results 
Intra- 

No. mus- Topi- Excel- 

pt. cular cal Oral lent Good Fair 


Side 
Poor Effects Type of side effects 


31 x x 16 


Allergic response to neo- 
mycin in ointment 


Possible diffusion of virus 
infection 


Salt-retention edema 
Salt-retention edema 


Cushingoid symptoms 


Table | Continued on page 639 
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TABLE I (Continued 


Results of Treatment 
Administration Results 


Intra- 
No mus- Topi- Excel- Side 
Indications pt. cular cal Oral lent Good Fair Poor Effects Type of side 


Chloasma 

Erythema nodosum 

Kraurosis vulvae 

Lupus crythema- 
tosus 

Premycotic my- 
cosis fungoides 

Dermatitis medi- 


camentosa Edema, carbuncles, gly 


cosuria, hyperglycemia, 
mental disturbanc 


Total 91 51 


> 


Percentage 45.9 25.8 


There were no unpleasant sequelae after topical application of the metisteroids 
except in 1 instance when the neomycin in the ointment produced an exacerbation of 
pediatric atopic dermatitis. Some patients reported a transient stinging or burning 
sensation when the ointment with neomycin was used. Topical administration of 
prednisolone alone caused no irritation. 

Prednisone tablets produced excellent results in 3 patients with poison ivy derma- 
titis. We are in agreement with Goldman and Preston,’ who reported that oral ad- 
ministration is markedly superior to local therapy in this indication. One of our 2 
patients with herpes zoster responded very well to oral doses of prednisone. 

A patient with severe generalized dermatitis medicamentosa developed edema, car- 
buncles, glycosuria, hyperglycemia, and mental disturbances on 20 mg. of prednisone 
daily. 

SUMMARY AND CONCLUSIONS 

1. Intramuscular and topical preparations of prednisolone, and prednisone orally, 
were used in a total of 198 patients with dermatoses 

2. The intramuscular administration proved to be strikingly beneficial in almost 
all conditions for which it was tried. 

3. Topical applications of prednisolone are valuable in mild dermatoses or as 
ancillary therapy when the injections or tablets are used for more resistant dermatoses. 

4. Side effects occurred in only 7 of the 198 patients (3.5 per cent). There was | 
instance each of severe generalized steroid reaction, possible dissemination of a viral 
infection, cushingoid symptoms, and allergic response to the prednisolone with neo- 
mycin combination. Three patients had salt-retention edema. 
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@ [INTERNATIONAL CLINICAL NEWSLETTER 


NITROGEN RETENTION. Balance studies performed on 5 healthy 
infants showed that the type of carbohydrate ingested 
influences nitrogen retention (J. Pediat. 51:40, 1957). 

Two equicaloric and isonitrogenous diets, ‘containing 

cow's milk protein, were used. One included vegetable and 
animal fats and lactose; the other, animal fat and a 
maltose—dextrin mixture. Nitrogen retention was greater 

in the infants fed the lactose-containing formula, and 
there was increased phenolic excretion by infants fed 

the maltose-dextrin mixture. 


TREATMENT OF CHRONIC BERYLLIOSIS. Use of chelating agents 
in aerosol form represents a new approach to treatment of 
chronic berylliosis, reported H. E. Tebrock and W. 

Machle (International Occupational Health Congress, 
Helsinki, Finland). The agents act either by filtering 
out accumulated beryllium or by immobilizing it so that 

it can no longer be instrumental in producing further 
pulmonary changes. Aurin tricarboxylic acid is an 
excellent chelating agent with low toxicity. 


CHLOROQUINE FOR TREATMENT OF RHEUMATOID ARTHRITIS. 

"Good" results in 70 per cent of 125 private patients 
given chloroquine for treatment of rheumatoid arthritis 
were reported by Arthur W. Bagnall (Canad. M. A. J. 

Aug. 1, 1957). “Improved work performance, Gedineutetsen 
rate, and hemoglobin levels paralleled the major objective 
gain in this 70 per cent," he wrote. Niney per cent re- 
mained on therapy, half for more than two years. With- 
drawal of chloroquine was necessary in 10 per cent because 
of toxic reactions. 


TREATMENT OF POSTOPERATIVE URINARY INCONTINENCE. Post- 
operative urinary incontinence in 6 men was treated with 
daily intramuscular injections of 1 cc. of an aqueous 
extract of prostates from assorted animals (Raveron, 
Robapharm) for an average of 30 days (Cir. gin. urol., 
Madr. 11:142, 1957). Five patients were more than 65, 
had had prostatic adenomectomy; the incontinence had 
failed to respond to androgens, vitamin E, dilations, 
instillations of silver nitrate solution, other therapy. 
The new treatment caused improvement in all, and total 
urinary continence reappeared in 4 patients within an 
average of two weeks. 








PREDNISOLONE IN ORTHOPEDICS. Fifty patients with in- 
flammatory reactions of the periosteal and tendinous type 
were given local prednisolone injections (Med. Klin. 52: 
1146, 1957). Thirty-six patients were free of complaints 
after one to three treatments (25 mg./injection, repeated 
no sooner than eight days); 8 showed subjective and 
objective improvement. Because of painlessness of 
injection, no procaine hydrochloride had to be used. 


NEW MEDICAL INSTRUMENT. A knife for grafting a new ear- 
drum was exhibited at the recent British Medical Asso- 
ciation Meeting, Newcastle upon Tyne, England. The 
instrument is about twice the thickness of a pin and 
comes with matching scissors for use by a surgeon 
working with an operating microscope. 


ELECTRONIC DEVICE RESTORES HEART ACTION AFTER ARREST. 

A simple electronic instrument that restores normal heart- 
beat in cases of cardiac arrest has been designed by the 
Air Force's Aero Medical Laboratory. The instrument is 
effective in restoring cardiac function after cardiac 
standstill and ventricular fibrillation and can also 
increase the output of a feebly beating heart by forcing 
more complete contraction and, if needed, increasing 
heart rate. The pacemaker-defibrillator alleviates the 
need for thoracotomy and manual heart massage; it is 
described as simple, compact, safe, reliable. 


SHIGELLOSIS IN INFANTS AND CHILDREN. Only 34 of 68 
infants and children with shigellosis had diarrhea as the 
initial symptom (Texas J. Med. 53:320, 1957). Throughout 
the course of the disease, bloody diarrhea, tenesmus, and 
colic occurred less frequently than in adult patients. 
Seven of the patients had convulsions prior to hospitali- 
zation and 8 others during the hospital stay. Cerebro- 
spinal fluid pleocytosis (greater than 10 cells/ml.) 
occurred in 8 who had convulsions. The pathogenesis of 
the seizures and spinal fluid changes remains obscure. 


ACCIDENTS FOURTH LEADING CAUSE OF DEATH. Despite much 
progress in their prevention, accidents are still the 
fourth leading cause of death in the U. S., according to 
an analysis by the Health Information Foundation (Progress 
in Health Services, October, 1957). The annual number of 
accidental deaths has remained fairly constant at about 
100,000 since 1932, but death rates per 100,000 population 
have gone down 40 per cent in the last half century. 
Recent medical advances have had much to do with the 
improvement. In addition to the death toll last year, 
accidents caused 9.5 million injuries and financial 

losses of more than $11.2 billion. 











The Angelic Conjunction * 
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PROFESSOR AND DIRECTOR OF THE DEPARTMENT OF THE HISTORY OF MEDICINE, 
NEW YORK MEDICAL COLLBOR, FLOWER AND PIFTH AVENUE HOSPITALS, 


NEW YORK, N. Y 


rhe ‘country doctor,’’ that solid tradition in American medicine, is not really 
disappearing; he is only changing into counselor and statesman. He is becoming the 
rural incarnation of the classical Ask/lepios politikos. 

This combination of professions in a rural physician is not new. As far back as 
the time of the ‘Mayflower’ there was among the valiant survivors one Samuel 
Fuller, ‘deacon and physician.’’ Indeed, the combination of preacher and physician, 
called by Cotton Mather "' the angelic conjunction,'’ was the rule in the heroic days 
of American medicine, when the exercise of one profession alone failed to provide an 
adequate livelihood. In those days a physician was sometimes “pastor, school 
master and physician'’—as John Wilson, a graduate in 1642 at the first commence 
ment of Harvard College, signed himself—sometimes a lawyer, and nearly always a 
farmer. Perhaps this is why the ‘‘country doctor’’ has influenced so much the 
evolution of American medicine. 

The country doctor is a glorious figure in the history of medical progress in America 
A rural physician was the first to treat surgically the dreaded vesicovaginal fistula; 
another was the first to ligate by flickering candlelight the common carotid artery; 
still another in the woods of Kentucky performed the first extirpation of an ovarian 
tumor. Few medical branches indeed can boast of such an honorable tradition of 
merit and service. 

But the country doctor today is in a period of transition. With the rise of large 
urban centers, which ruled American life the second half of the past century, just as 
progressive expansion of the Western frontier ruled the first half, physicians, fol 
lowing the flux, concentrated in the big cities. 

Another decisive factor in the emigration of physicians from country to city was 
specialization, which has always paralleled the growth of large cities. The enormous 
medical progress achieved in our century has led to specialization, first in research 
and then in medical education. In the times of the ‘country doctor,’’ the specialist 
was only a consultant, but as the patient became more educated he began to consult the 
city specialist directly, thus weakening the social function of the '' country doctor." 

Young physicians today, impelled by these historico-social factors and by the fear of 


* These editorials by Dr. Marti-Ibafiez are the full-length versions of editorials originally published in 
MD. ‘The Angelic Conjunction’’ appeared in August 1957 MD; ‘‘The Neuron Jungle,’’ in September; 
‘*Per Ardua ad Astra," in October; ‘' ‘Half Woman and Half Dream,’ "' in November. 
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not being able to survive in small towns, gravitate ever more to the large citics 
Aware though they are that competition in the city is greater, they nevertheless feel 
that the opportunities to advance their career are also greater. Further, while still 
students they learn to depend on the assistance of city specialists and laboratories. In 
the country they would be forced to depend a great deal more on themselves. Some 
of them also fear the routine and the lack of scientific stimulus that they believe rule 
in rural areas. 

Medical practice is far simpler in the city, in spite of its apparent complexity, 
than in small towns, for the city physician may enjoy the benefit of close contact 
with the clinical research centers, and also need not know all of medicine, but may 
specialize in one field. 

Lacking the technical facilities afforded by the city, the country doctor is forced 
to render his action more elemental and dynamic, and to rediscover the curative 
powers of nature. He knows his patients from birth to death, and he knows their 
families and their environment. This helps him to make a better diagnosis. More 
than a physician, he is a counselor who guides his patients in matters of health and 
life. His presence, his word, may save entire communities from the threat of epi- 
demics or other afflictions. Thus, rural medicine can certainly provide the observant 
physician with a unique field for research and study. 

That the country doctor is usually addressed by his first name—‘ Doctor Jim" or 
“Doctor Peter'’—indicates that he is regarded as a symbolic being and beloved 
representative of an archetype, like the angel in folk tales, and not just as a citizen 
with a bureaucratic identification, as he is in the city. 

Because the atmosphere of the city is uniform and the circumstances surrounding 
pain and disease are nearly always alike, the ailments of city patients lack nuances. 
The heart of the mighty labyrinth that is a big city is of stereotyped simplicity. In 
contrast, rural life, simple and uncomplicated though it appears, entails fundamental 
differences that lend identity to the diseases of its people. 

The truly local is truly universal, for the authentic dimension of universality is 
not of time or of space, but of depth. That clement in a country which is truly uni- 
versal, because it is eternal, is found not in its big cities, but in its small towns, 
wherefrom spring the roots of its traditions. 

The real America is not constituted by its great cities, but by its little towns, where 
the nation was forged. The inhabitants of rural areas are the tradition of this nation, 
just as country doctors once constituted the most dynamic force in its medical 
progress. 

The country doctor is a sympathetic participant in the great emotional storms 
economic and social—-of his patients. This privileged role affords him an intimate 
view of his patients, which on occasions he has transmuted into the pure gold of 
literary creation. 

More and more every day medicine becomes the art of promoting health, pre- 
venting disease, restoring health, and rehabilitating the invalid. In this great medi- 
cal scheme the country doctor is established as the basic factor both in rural health 
centers and in health stations in factories and in industrial and residential districts. 
To achieve these goals, in the future, the rural health stations may lead to the dis- 
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trict health stations, and hence to teaching hospitals. At the core of this system there 
looms that heroic infantryman of medicine, the country doctor, with whose help 


our profession will continue to reach new heights of dignity and grandeur 
Félix Marti-lbatiez, M.D 


The Neuron Jungle 


Man's quest for mental health is now opening new paths through the neuron 
jungle. 

Medical attitudes are always preceded by social attitudes. For several millenia 
the attitude of terror of primitive societies toward the insane made them bury the 
insane alive to protect themselves from the demons that possessed his soul. Eventu 
ally, this drastic fatal ‘‘ therapy’’ was changed to isolation in chains and in dark cells 
But man then began the search for a path through the neuron jungle. Isolation was 
followed by the use of drugs and physical methods; then by seismotherapy (fevers, 
chemicals, malaria, convulsants, coma, and shock); and finally by the present physio 
dynamic and psychopharmaceutical therapies. Thus physical isolation, so much in 
vogue before Pinel with his own hands delivered the insane from their chains, has 
become chemical isolation. And man continues the search for new paths across the 
neuron jungle. 

In the field of diagnosis, Kraepelinian interest in the psychiatric nosos was replaced 
by post-Kraepelinian curiosity about the semeios, or symptoms, exemplified in the 
Freudian concept of psychodynamics or symptom formation. The current tendency 
is to seek the aétia, or the hidden cause of mental sickness, so as to adopt the best 
treatment. This tendency will be accelerated by a physiodynamic perspective 
There can be no mental illness if there is no functional disruption of one of the under 
lying organic structures due to metabolic, psychogenic, and pathophysiological 
changes. Since the mind itself can exist only as an expression of cerebral activity, 
physiodynamic psychiatry claims that there can be no psychosis unless there are 
metabolic disturbances affecting the organic structures 

The physiodynamic therapies are replacing the philosophical hypotheses of the 
past century by a healthy naturalistic tendency. But in psychiatry it is essential to 
know, if we are to cure. In the past, empirical therapy prevailed over diagnostic 
classification. Today we admit that every medical or psychiatric action is cognitive 
as well as conative. Like the general practitioner, the psychiatrist must be above all 
a naturalist capable of observing with a researcher's eye the deep organic processes 
that cause the ‘‘surface’’ symptoms of the patient. 

Modern psychiatry has reintegrated clinically the psyche and the soma, which 
Descartes separated after Plato had united them; it has included in the clinical history 
the time element and the biographical component, so essential to anamnesis and vitally 
important in prognosis; and it has introduced biochemical and chemotherapeutic 
clements in the solution of etiological, diagnostic, and therapeutic problems. The 
new psychobiology, or physiodynamic psychiatry, employs the latest hallucinogenic 
agents and studies hormonal equilibrium, cerebral lipoproteins, cerebral circulation 
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and oxygen consumption, adrenal changes, and nervous tissues and their possible 
hormones. The ‘' nervous juice’’ or brain hormones, which back in the Spain of Don 
Quixote already intrigued the great physician and humanist, Sabuco, and the ac- 
tivity of the pituitary-hypothalamic-adrenal axis are perhaps the ferra incognita 
wherein lies hidden the secret of psychoses. 

Sixteenth century man craved an ideal art form, and seventeenth century man a 
philosophy of science. Twentieth century man craves mental peace. Ataraxis, or 
mental peace, the dream of the classical Chinese philosophers, today haunts man 
more than ever. But while “‘ accidental'’ diseases—-trauma, infections, intoxications 

have decreased, *‘personal’’ diseases of internal origin—mental, sclerotic, degen- 
erative, and tumoral-—have increased. To cope with this situation, we, more intent 
on curing than on knowing, have devised blind therapies, thus creating a fast and 
shallow science. 

The history of psychiatry can be summarized thus: 5000 years of demonology and 
1000 years of search for a scientific principle based on the Hippocratic concept that 
mental disease has only one physical cause and one effect (mania-melancholia), and 
that the cure is elimination of the materia peccans, or ‘foreign body.’’ Today the 
physiodynamic therapies pursue three historical objectives: to eliminate the symptoms 
(hallucinations, agitation, and negativism) that make the patient ‘‘ different’’ and 
therefore difficult to treat; to establish communication with the patient—isolated as 
though on an island by the walls of his disease—-and to treat him as if he were suffer- 
ing from any other illness, maintaining his contact with the outside world and 
hospitalizing him only during the acute phase; to understand what is happening to the 
patient, not in a philosophic but in a scientific sense. 

As a result of Virchow’s theories, the microbe was the dictator of medicine until 
the day when the patient was again regarded as a human being instead of as a‘' thing.” 
The old constitutional pathology, sdiossynkrasia and temperies, was then rediscovered, 
and the symptom was regarded as the response to the biological situation created 
in the organism by disease. Totality, responsiveness, and constitution became the 
new viewpoints, together with the principle that the patient was situated in a 
certain environment in space and at a certain moment in time, that is, that he was a 
social and a historical person, and that the psychiatrist should explore the total person 

The psychobiological revolution was caused by Cajal, Pavlov, Sherrington, Krac- 
pelin, Bleuler, Freud, Adler, Jung, and Meyer, all born in the most creative period 

1849-1866) in the history of psychiatry. As a result of their work, mental illness 
now has a physiochemical substratum; neurosis can be ‘‘heard,’’ and not only “‘seen”’ 
as in Charcot's day; the patient is regarded as a human being living a painful way of 
life; psychiatric medicine is becoming medicai anthropology; disease constitutes a 
chapter in biographical evolution; the person and his environment have been in- 
tegrated; the total personality of the patient, his psychobiology, and the psycho- 
somatic roots of his disease are carefully studied, and so are the normal person and 
diseases in general as biological and biographical processes. Psychobiology has 
triumphed over Cartesian dichotomy. 

The new ataraxic drugs have fostered the attitude that ‘‘the mental case’’ is a 
patient, have reduced the patient's agitation, and have improved his communication 
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with the psychiatrist. These drugs leave the patient ataraktos, calm and mentally 
peaceful, the longed-for objective of the Epicurean philosophers. We do not yet 
know how the ataraxics work. Perhaps they work on the hypothalamus, that 
islet of nerve tissue, refuge of the primitive instincts inherited from our hirsute 
ancestors who ranged the primeval jungles; or perhaps they affect the neurovegetative 
system, especially the reticular formation of the cerebral cortex, that archaic paleo 
cortical-hypothalamic-mesencephalic system that adapts man to the spatial circum 
stances of the exterior world and that contains a condensed representation of the 
peripheral structure. Perhaps the ataraxics imitate and complete the autophar 
macological efforts of the human body to combat the stress of disease. 

Psychochemical therapy and psychosis-inducing hallucinogenic drugs may one day 
explain the similarity between the imagery of literary geniuses and mystics and that 
of persons under the influence of mescaline and other ‘‘ phantastica’’ drugs. They 
may also explain the similarity that has been demonstrated experimentally to exist 
between the artistic work of writers like Baudelaire, De Quincey, Poe, and Coleridge, 
of painters like Braque and Picasso, and of persons under the effect of hallucinogenic 
drugs. Perhaps schizophrenia is the result of a gigantic biochemical error in the 
organism, in which case genius might be the end result of sma// metabolic errors! 

Meanwhile, it is pressing that psychiatry and scientific medicine be integrated, so 
that we may benefit from the new methods and techniques, and that the physician 
understand psychiatry better, so that he may apply it in his practice with as much 
precision technically as he already does empirically 

The next few years may witness this integration of Medicine and Psychiatry under 
one single scientific standard. Freudian theories will then find their legitimate but 
not overestimated historico-medical place, not as the basic answer to psychiatric 
problems or to knowledge of the human mind, but as a tool of incalculable psycho- 
logical value. 

It is important to remember that since psychiatry is dedicated to the study of 
alterations in human communication, it, more than any other medical discipline, 
should render its own communication system less pedantic and confusing. Psy- 
chiatry should be approached with the simple healthy criteria of a naturalist, and 
its phenomena should be described with the simplicity with which Darwin in his 
later years counted and described the leaves of a plant. Replacement of the current 
esoteric psychiatric jargon by a simple clear language will contribute much toward 
improving communication between psychiatrists themselves, psychiatrist and physi- 
cian, and psychiatrist and patient. Transparency of language indicates clarity of 
thought, which is indispensable in this branch of science. 

Finally, let us never forget that in psychiatry, as in medicine, pathology is also 
physiology. There is nothing as physiological as the pathological, pathology being 
the reverse of the physiological coin and pathological changes the accelerated phases 
in that most physiological process of life-—the inexorable course toward death. 

An organicistic approach, integration with other branches of medicine and science, 
clarity of communication—these should be the continued objectives of the science 
of the mind, if it wishes to add fresh laurels to the wreath of glory woven, since 
Pinel’s days, by the giants of Psychiatry.— Félix Marti-Ibdiez, M.D. 
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Per Ardua ad Astra 


Medicine's intervention in business is fairly recent, though since the last century 
Medicine has helped in organizing industrial workers’ health programs. 

Businessmen paid little attention to Medicine in their professional life until they 
realized that medical advances could help them to increase their output by protecting 
their health, checking incipient illnesses, and improving working conditions. Col- 
laboration between Medicine and business signaled the latter's acceptance of not 
offices or buildings, but the suman clement as the basic factor in their enterprises. 

Medicine entered the business world late, probably because until the high Middle 
Ages medical practice was not a salaried profession in a business sense. From the 
fall of Rome until the thirteenth century physicians were almost always priests. 
Since the Church supported its clerics, the physicians among them could exercise 
their healing ministry without pay. Medical services were first rewarded an honor- 
arium in the high Middle Ages. Thus what some still considered the gratuitous 
efforts of amateurs was raised to the dignity of a true profession. 

Business emerged on the historical scene when direct barter between craftsmen or 
laborers and lords, burghers, or consumers was widened to include the business 
manager as intermediary between the workers who provided skill and the capitalist 
who provided money. The modern capitalistic system in business began with the 
advent of this intermediary, who pushed business to the foreground, creating a 
special world, partly industrial, partly commercial, but above all a business world 
dealing in physical and mental manpower and the fruits of its efforts. 

Leading industries, such as steel, clothing, oil, automobiles, recognized early the 
need for Medicine to safeguard the workers’ health, but business executives were 
late in acknowledging that they too are human and need medical assistance in their 
work. This awareness began with the first disturbing statistics on the high rate of 
illness and mortality among businessmen. Only then did they, who believed them- 
selves stronger mentally and physically than their subordinates, begin to seek medical 
assistance not only in the home but also in the office 

Medicine has climinated many of the ‘‘external’’ diseases—infections, intoxica- 
tions~-that formerly plagued mankind. Two other types of illness now prevail: 
internal (hypertension, ulcers, allergies, arteriosclerosis, degenerative diseases, ne- 
phroses, psychoses), and occupational, caused by physical and mental tension, a con- 
fined sedentary life alternating with periods of intense activity and sudden travel, 
overeating alternating with hasty snacks, tobacco and alcohol excesses, and general 
stress. To these may be added disorders due to poor lighting, acoustics and sitting 
conditions, and bad circulation caused by inactivity. 

Medicine has integrated the factors that affect the life of the businessman, which 
flows from one tightly shut box, his office, to other similar boxes, other offices and 
his hotne, alternating prolonged physical inactivity with inordinate mental and 
physical activity and emotional expenditure and sudden air and motor trips. Com- 
muting—a twice-daily Olympic marathon—symbol of social success, like Cadillacs 
and mink coats, contributes another source of worry, speed, and stress to the busi- 


nessman’'s existence. 
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Much has already been done to render business offices more hygienic from the 
viewpoint of space, lighting, ventilation, acoustics, temperature, comfort, and elim 
ination of noise. But much has yet to be done to improve the executive's physical 
and mental health. Periodic medical checkups, frequent vacations, wise eating and 
drinking habits, avoidance of overexertion in anything, including golf, moderate 
physical exercise and rest, preventive medication, and timely treatment of incipient 
affections are of vital importance physically. It is also important to take more time 
to enjoy life and make equilateral, instead of isosceles, the life triangle of work, 
play, and rest, and to eliminate fear and tension, transforming the competitive urge 
for material gain into a sporting spirit to prove one’s skill. All this will make of 
the businessman a more efficient and above all a healthier man 

Sickness and death are not more prevalent in business circles than in other branches 
of human endeavor, including Medicine. They are in direct relation to the busi- 
nessman’'s negligence of his health and to his ambience and way of life. The physi- 
cian must teach the executive to live better, for he is an artisan of the world and 
time in which we live. The executive can attain heights of fame and glory as a 
builder of a new world. Let him learn to accept medical counsel and he will reach 
the stars with his toil. Per ardua ad astra. Félix Marti-Ibdiez, M.D 


“Half Woman and Half Dream” 


It is no longer a secret, as the ethnographers have shown, that work as unremitting 


daily toil is an invention of woman. 
In primitive society, man was drawn to hunting in times of peace and to battle in 


times of war, that is, to enterprise and action, to discontinuous sport and adventure. 
But continuous and specialized tasks were the creation of woman, who was the first 
agriculturist, harvester, ceramist, weaver, and metallurgist 

The highly public nature of male psychology drives man, whatever his profession 
may be, to act all the time on the social stage, with his fellow human beings as 
audience. In contrast, the private nature of female psychology impels woman to 
view her intimate inner life alone or, at the most, with only the one she loves 
Man in history was always a restless and wandering adventurer; woman, the creator 
of routine and customs. 

Until the late Middle Ages woman was conspicuously absent from History. The 
early Middle Ages was an epoch of great adventures crusades, tournaments, and 
pilgrimages from which woman was excluded; but in the late Middle Ages a femi- 
nine star ascended the historical horizon and woman began to exert a profound 
influence on the ethnic destiny of mankind. From mere servant and slave, she 
gradually became helpmate and companion to man. In the love courts of Provence, 
woman chose as her favorite he who was prou et courtois, courageous and courteous, 
thus creating a male ideal that subsists, though a bit ragged at the edges, to this day. 
On this male ideal the stone Madonnas on the portals of medieval cathedrals bestowed 
their gothic smiles, as today, in the physician's office, the dedicated and loyal as- 
sistant bestows upon him, her professional ideal, her bright smile. 

The salient difference between male and female psychology is that man wants to 
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know; woman, to feel. Man's mission is to do; woman's, to be. Man is measured by 
what he does; woman, by what she /s. Man's goal is to attain perfection in science, 
art, and technology; woman's, to attain the concentric perfection of her being. 
Consequently, woman's role in the building of society has been peripheral, but in 
spiritual self-development she has vastly outdone man. Whereas the difference 
between the quasi-anthropoid who roamed the prehistoric jungles, with barely a 
spark of intelligence in his brain, and modern man is based mainly on what the 
latter knows and can do today, between prehistoric and modern woman the difference 
consists primarily in the latter's great spiritual development as a human being, to 
which end she throughout history has dedicated her efforts. On the other hand, 
woman has made history with her personal preferences, choosing neither the strongest 
nor the wisest male but he who attracted her. Thus she has maintained the male 
species on a healthy mediocre level, preventing him from sinking back to the level 
of the anthropoid or rising dangerously to the heights of the archangel. 

All this makes it even more remarkable that woman should figure so actively in 
medicine. There is a woman at the physician's side around the clock, be it his 
nurse, secretary, assistant, collaborator, or wife. The gentle sex has established a 
bridgehead in the medical citadel, and every day she strengthens this new historical 
position. Let the physician welcome this fair invasion, for woman always brings 
with her qualities that the male lacks, qualities that contribute sensitivity, humane- 
ness, and gentleness, so necessary in medicine. 

The second ‘oldest profession’’ in the world is nursing, for this is really what the 
Mesopotamian priestesses did when they comforted and ministered to temple visitors. 
Medical history abounds with distinguished women who were nurses: the noble 
Fabiola who renounced wealth and pomp to attend the poor at the first hospital in 
Rome, which she founded; the Abbess St. Radegund de Poitiers, daughter and wife of 
kings, who founded a convent and dedicated her life to nursing lepers; St. Hildegarde, 
Abbess of Bingen on the Rhine, who consecrated her life to medicine; Trotula, Re- 
becca, Abella, and the other ‘ladies of Salerno’; St. Clare, founder of the Franciscan 
order of ‘* Poor Clares'’; Elizabeth of Hungary, who was immortalized in paintings 
showing her carrying a basket of food for the poor that turned miraculously into roses 
when she was surprised by her irate husband, and who was founder of the ‘‘ Gray 
Sisters,'’ thus called because St. Francis of Assisi gave her his threadbare gray cloak; 
the Dominican St. Catherine of Sienna, heroine of the Black Death and patron saint 
of nurses; and many others down to the lay saints of our times, among whom Florence 
Nightingale so nobly stands out. 

Woman's participation in medicine has changed with the evolution of the pro- 
fession. In ancient and medieval times, woman's contribution to medicine was 
taking care of the sick; today she also helps the physician. With diligence, dignity, 
and authority she labors in offices, hospitals, laboratories, statistical departments, 
technical auxiliary services, administrative offices, complex communication systems, 
and many other areas of vital importance to the physician and medical progress. 
Perhaps in no other profession has woman established herself with as much dignity 
and authority as in the medical profession. 

There is one other woman who makes a vital contribution in the life of the physi- 
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cian--his wife. To marry a physician is to marry a profession, not a man. It is to 
marry his obligations without his rewards. It is to renounce a wife's rights to a 
normal regulated life. She may offer him help and inspiration, hope and consolation, 
but she knows that she will never shine in the hall of honor of medicine. We may 
applaud the scientific music composed by the physician, but we neglect the muse 
that inspired it. Her noninterference in his work and duties, her renunciation of 
everything except sharing his endeavors and their fulfillment and his search for great 
ness make the physician's wife his most valuable collaborator 
To this modest and invisible helpmate and to the other women in the physician's 
life whose sensitivity, devotion, and inspiration have contributed the greenest leaves 
on Medicine's laurel crown of greatness, we render a tribute. To them we say, with 
the poet Rabindranath Tagore, ‘‘ Woman, you are half woman and half dream.” 
Félix Martt-lbétiez, M.D 


Kase Ban on Foreign Physicians 


The recently formed Educational Council for Foreign Medical Graduates will 
offer foreign-trained physicians new opportunities to become licensed physicians in 
the United States. The purpose will be to prepare tests for evaluating scientific and 
clinical qualifications of physicians trained abroad. In the past, foreign physicians 
have usually been evaluated on the basis of the medical school from which they 
graduated. The new plan will place more emphasis on the individual graduate 
rather than his school, and seeks to attract more duly qualified foreign physicians 
to practice medicine in this country. The District of Columbia now permits gradu 
ates of only 50 foreign medical schools to take licensing examinations and excludes 
physicians from more than 400 others throughout the world. Some states have 
similar restrictions 
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BOOK REVIEWS 





Diseases and Disorders of the Colon. ANTHONY BASSLER, M.D. Springfield, Charles C 
Thomas Publisher, 1957. Price $6.75. 


This digest on colon disorders covers the diagnosis and management of the diseases 
affecting the large intestine from the standpoint of office diagnosis and treatment. 
The author's extensive experience is reflected in the discussion of the chronic appendix, 
intestinal obstruction, parasitic infestation, tumors, and ulcers of the colon, as well 
as a complete series of functional disorders. The evaluation is clinical and personal 
rather than scientific or documentary.—-I. Newton Kugelmass, M.D. 


Physiology of Prematurity. Edited by JONATHAN T. LANMAN. New York, Josiah Macy, 
Jr. Foundation, 1957. Pp. 151. Price $3.25. 


In these transactions of the First Conference on the Physiology of Prematurity, 
held in March 1956 at Princeton, N. J., by 9 members and 17 guests, the discussions 
are organized around two important areas of inquiry: fetal-maternal endocrinology 
in late pregnancy and the fetal and placental circulation in late pregnancy. In their 
discussions and questions, the participants accord as much space to phenomena in 
fetal lambs, puppies, rabbits, and other lower animals as they do to those in the 
human fetus, because it was felt that the inclusion in the Conference ‘of men whose 
work comes no nearer to premature infants than, perhaps, fish or worms . . . could 
bring a completely new look to this subject."’ 

As do other publications by the Foundation, the volume records the minute-to- 
minute give and take among the participants, a style of publication that invests the 
discussions with a liveliness and reality not possible in a depersonalized summary. 
No papers are given; rather, participants engage in a kind of ‘ group interchange” 
characterized by frequent questions, criticism, and comment. 

Although more questions were raised than were answered, or perhaps because of 
this, the book will be stimulating and provocative reading for all those interested 


in the causes of prematurity 


Psychology: Principles and Applications. MARIAN BAST MADIGAN. 2nd ed. St. Louis, 
The C, V. Mosby Co., 1957. Pp. 391. Price $4.75. 


Although this book, according to the preface, is designed to provide undergradu- 
ates with a brief introduction to psychology, it will be most useful to student nurses, 
as the illustrative material consists of the kind of practical problems to be found in 


nursing 
The book is organized around four basic units: The Nature and Methods of Psy- 


chology, the Essentials of Learning, the Biological and Social Bases for Behavior, 
and Personality and Adjustment. An unusual feature is the manner in which the 
book deals with all periods of the life cycle: childhood, adolescence, adulthood, and 
old age. The section on geriatrics is more comprehensive than is usual in books of 
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this type, in keeping with the increasing importance of this branch of nursing. 
Besides describing the development and stages in normal psychology—heredity, de 
velopment, motivation, sense and perception, learning, individual differences, and 
so forth—the book discusses the nurse's role in the prevention and treatment of the 
various personality disorders, contrasting abnormal or inadequate behavior with 
that of the mature personality. In describing the interaction of physical and psy 
chological factors in illness, the nurse-patient relationship and the techniques of 
caring for the patient as a whole are dwelt on in detail 

Though brief, the various sections, and the book as a whole, are well organized 
and cohesive, and should serve as a useful introduction to psychology in nursing 


courses 


Clinical Physiology: The Functional Pathology of Disease. Edited by artuur GROLL- 
MAN. New York, The Blakiston Division, McGraw-Hill Book Co., Inc., 1957 


Pp. 854. Price $12.50. 


This book, by correlating basic physiological principles with clinical medicine, 
attempts to aid the physician in the diagnosis and therapy of disease processes. The 
work of 26 contributors who are active in teaching and clinical practice, the text 
emphasizes metabolic, cardiovascular, and endocrine problems, the areas of greatest 
advance in recent years. Comparison of the underlying mechanisms controlling the 
body in health with the deviations in these mechanisms as occur in disease provides 
a deeper understanding of both health and disease. 

The book is divided into sections on general metabolic considerations; cardio 
vascular, respiratory, digestive, hematopoietic, endocrine, renal excretory, and loco 
motor systems; and infection and immunity. Each chapter is followed by useful 
references, and there is a comprehensive index. Under general metabolic considera 
tions are discussed energetics and metabolism; carbohydrate, lipid, protein, and 
water and electrolyte metabolism; vitamins; and metabolic diseases. In general the 
aspects of cach system discussed are: normal functions and metabolism; anatomical, 
chemical, and physiological considerations; disturbances in function or metabolism; 
and systemic and/or organic diseases. The discussion of infection and immunity 
considers the body's four lines of defense: the body surfaces, the circulating body 
fluids, the connective tissue matrix, and the cells. It is shown how immunity ac 
quired through recovery from infection is stronger than natural immunity. 

The book expresses the author's belief that the physician's ability to diagnose and 
prescribe is proportional to his understanding of physiological principles, and should 
be valuable reading for practitioners, interns, and medical students. 
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ADVANCED REPORTS FROM CURRENT 


This section of the INreRNATIONAL Recorp or Mepicine features reports on 


papers delivered at current medical meetings in the United States and abroad. 


The Antibiotic World 

Latest developments in the antibiotic 
world, including a novel idea from Czecho- 
slovakia, were presented at the Fifth Annual 
Symposium on Antibiotics, held in Washing- 
ton, D. C., on October 2 to 4.* 

Antibiotic Reactions. Particularly impor- 
tant to general practitioners was a nationwide 
survey of severe reactions to antibiotics con- 
ducted by the FDA in every state including 
the District of Columbia and covering about 
one third of the beds in general hospitals. 

Reported by Symposium Chairman Dr. 
Henry Welch and his team was an evalua- 
tion of 1070 (life- 
threatening) to antibiotics, including 809 
cases of anaphylactoid shock, 107 superin- 
fections, 70 severe skin reactions, 46 blood 
dyscrasias, and 38 cases of angioneurotic 
edema with cerebral or respiratory tract in- 
volvement. The majority of the reactions 
followed the use of penicillin. 

Penicillinase. Proposed as an antidote to 


histories of reactions 


certain allergic penicillin reactions is the use 
of penicillinase, which rapidly hydrolyzes 
circulating penicillin. Dr. R. M. Becker 
(Madison, Wis.) reported clearing or com- 
plete remission within 24 to 72 hours in a 
number of cases; Dr. Murray C. Zimmer- 
man (University of Southern California) 
noted similar good results. Dr. Becker sug- 
gests that penicillinase should be on hand in 
the office of every physician who uses peni- 
cillin. 

Antibiolymphins. This new term was in- 
troduced by a Czechoslovakian team to de- 


* Sponsored by the Food and Drug Administra- 
tion in collaboration with the journals Antim- 
otics & Cuemornerary and Antiniotic Meni- 
crve & Curicat Ternary. 


scribe certain salts of antibiotics that have a 
special affinity for the lymphatic system. 
Streptomycin or neomycin was prepared 
with polyacrylic acids, sulfonic or phos- 
phorylated polysaccharides, or certain nat- 
ural polycarboxy! acids. 

These “antibiolymphins” (streptolymphin 
and neolymphin) are absorbed primarily by 
the lymphatic system, resulting in lower but 
more prolonged blood concentrations. In 
trapleural administration in dogs showed 
neolymphin present in the pleural cavity 
after 48 hours, while standard neomycin dis 
appeared in four hours. 

Host Reaction. Widely discussed at the 
Symposium was the question of strengthen 
ing a host's own defenses during treatment 
of infections with antibiotics. Said Dr. 
William F. Kremer (Geigy Pharmaceuticals) : 
“Extensive knowledge of the microcosmos 
and the discovery and clinical application of 
antibiotics have favored a tendency to over- 
emphasize the role of the invading organism 
in the interpretation of infectious disease. 
In contrast, the part played by the host 
himself in creating his own disease picture 
has received little attention.”” The main 
interest at present lies in combining anti- 
biotices with gamma globulin and specific 
antisera. 

New Antibiotics. No startling new dis- 
coveries were presented this year. Telomy- 
cin has been found effective against gram- 
positive bacteria in mice; pimaricin is a new 
crystalline antifungal antibiotic produced 
from Streptomyces natalensis, effective against 
a wide variety of pathogenic and nonpatho- 
genic yeasts and fungi; sulfocidin is active 
against gram-positive and gram-negative 
bacteria, mycobacteria, and fungi, also 
against ascitic forms of tumor in mice. 
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Mycoses, Reports on amphotericin indi- 
cate that this is the first antibiotic to show 
promise in the treatment of systemic my- 
coses. Among diseases treated were monil- 
iasis, cryptococcosis, histoplasmosis, coc- 
cidioidomycosis, blastomycosis, and cryp- 
tococeal meningitis. 

Asian Flu, Of special interest to American 
physicians who may face an Asian influenza 
epidemic this winter was the report of Ma- 
nila’s Dr. Angel A. Florentin on the use of 
tetracycline and oxytetracycline during the 
recent influenza epidemic in the Philippines. 
The fever period was shorter when anti- 
biotics were given within 48 hours of onset 
of the illness; the danger of complications 
was also reduced. The average duration of 
fever was 54% days. 

Aene. Reported from Washington, D. C., 
by Dr. Murry Robinson was the successful 
use of antibiotics in treating acne. Of 280 
patients who received tetracycline or tetra- 
cycline-nystatin, excellent or good results 
were obtained in about 60 per cent; the in- 
fecting organisms were primarily Staphylo- 
coceus aureus and albus. 

Ophthalmia Neonatorum. From New 
York's Harlem Hospital, Drs. G. D. Ander- 
Charles Posner reported that 
bacitracin ointment gave 
phylaxis against ophthalmia neonatorum in 
1144 infants. 

Drug Resistance. One 
against the indiscriminate use of antibiotics, 


son and A, 


excellent pro- 


more warning 
particularly in general practice, was sounded 
by Dr. Ernest Jawetz (University of Cali- 
fornia) in the first Randall Lecture.* 

He noted: “One curious type of drug-re- 
sistant organism is the ‘persister.’ 
These organisms are present in many bac- 
terial populations and are genotypically sus- 
ceptible but phenotypically resistant to the 
drug. That is to say the persister organism 
is drug-resistant, presumably because it is 
metabolically inactive, but its offspring are 
fully drug-susceptible. Persisters may ex- 
plain in part the difficulty of eradicating 


* In memory of Dr. William A. Randall, of the 
Division of Antibiotics, who died last year. 
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certain chronic infective processes in spite 
of the apparent drug-susceptibility of the 
etiological organism. It is not clear at present 
whether the emergence of persisters can be 
rapidly bactericidal 
The persister phenomenon 


prevented by more 
chemotherapy. 
remains a challenging field for investigation.” 

As protection against the spread of drug 
resistant staphylococci in hospitals, the Uni- 
versity of California's Hospitals decided to 
restrict one antibiotic, novobiocin, to which 
hospital staphylococci were susceptible: it 
could be prescribed only with a physician's 
certification that the patient was suffering 
from a serious staphylococcal infection. In 
some 15 months only two dozen patients re- 
ceived the drug and the hospital staphylo- 
cocci are still sensitive to novobiocin. 

As in previous years, the Symposium was 
attended by clinicians and research workers 
from many parts of the United States and 
from Latin America and Europe. 

Abstracts of a few of the papers follow. 


Words and Research 
Félix Martt-Ibafier, M.D. 
Professor and Director of the Department of 
the History of Medicine, New York Medical 
College, Flower and Fifth Avenue Hospitals, 
New York, N.Y. 

The author devotes his address to com- 
ment on the impertance of words as a tool 
for research. Today, as in the ancient Greece 
of Pericles, words are used to communicate 
and the written and the spoken word still is 
the most powerful and supreme way of com 
munication, in science, art, and all other 
human activities. 

The author analyzes the meaning of words 
as tools in technology and as history-making 
tools and their role throughout medical his- 
tory as the vehicle for the communication of 
thought and transmission and assimilation 
of knowledge. Through the use of historical 
examples, he presents the role of words in 
advancing medical thought and he specifi- 
cally studies the relationship between words 
and progress in the knowledge of diseases, 
contrasting the progress made in the knowl- 
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edge of infectious diseases where clinical 
descriptions have been precise and objec- 
and the lack of progress in 
fields of medicine, 


diseases 


tive some 


such as 


other psy- 


chiatric and asthma, where de- 
scriptions have not been as accurate and 
precise. He also studies the use of words in 
search and research and historical and 
philosophical meaning of communication in 
medicine, as well as the interrelationships 
between art, science, and technical and sci- 
entific industrial progress in different medical 
fields, finally depicting the requisites for 
clear, scientific communication and for the 
best use of words in medicine and in science 
and their power and usefulness in the com- 
munication of research that is the royal road 


to the progress of science. 


Severe Reactions to Antibiotics: 
a Nationwide Survey 
Henry Welch, C. N. Lewis, H. 1. Weinstein, 
and A. Staffa 
Department of Health, Education, and Wel- 
fare, Food and Drug Administration, 
Washington, D. C. 

During the past few years it has become 
evident that the extensive and sometimes 
indiscriminate use of antibiotics has resulted 
in an increase in the incidence of reactions to 
these drugs. In a sampling survey made in 
10 large cities in 1953 a total of 88 anaphy- 
lactoid reactions were encountered, of which 
all but four followed administration of peni- 
cillin preparations. A total of 95 hospitals 
with a capacity of 5100 beds were surveyed, 
and since severe reactions may occur in a 
physician's office or elsewhere without the 
patient being admitted to a hospital, reports 
of cases were also obtained from medical ex- 
aminers, pathologists, allergists, internists, 
and other physicians. 

The present survey was much more ex- 
tensive than our previous one, covering the 
years from 1953 to date. Every state in the 
nation and the District of Columbia were 
included in the survey. Of the 5431 general 
hospitals in the United States with a total 
bed capacity of 685,655, 827 hospitals having 
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a bed capacity of 198,332 were covered. In 
addition, 1637 physicians were interviewed. 
These represented a cross-section of medical! 
practitioners in each geographical area and 
included general practitioners (urban and 
rural), allergists, dermatologists, hematol 
ogists, surgeons, and internists. 

A total of 3419 case histories of reactions 
to antibiotics were reported and evaluated 
in the survey. Of these, 422 were discarded 
because of insufficient data to classify, or 
because antibiotics were not involved, or 
because they occurred outside the period 
covered by the survey. <A total of 1072 re- 
actions were classified as severe (life-threat- 
ening), and these included 809 cases of 
anaphylactoid shock, 107 superinfections, 
70 severe skin reactions, 46 blood dyscrasias, 
and 38 cases of angioneurotic edema with 
cerebral or respiratory involvement. A total 
of 1925 were classified as non-life-threaten- 
ing cases. A breakdown of the kinds of 
blood dyscrasias, age groups and sex affected, 
geographical distribution of cases and the 
antibiotics involved is given. The pre- 


ponderance of reactions followed adminis- 


tration of penicillin. 


Lymphotropic Antibiotics 
*Antibiolymphins” 
P. Malek, J. Kole, M. Herold, and J. Hoffman 
Institutes for Clinical and Experimental Sur- 
gery and for Antibiotic Research, Prague, 
Crechoslovakia 

Since the lymphatic system is important 
in bacterial invasion, it would be desirable 
to have appreciable tissue concentrations of 
antibiotics in the lymph nodes. ‘To this end 
a number of antibiotic products have been 
prepared with an increased affinity for the 
lymph system. In general, they are salts of 
an antibiotic base, such as streptomycin or 
neomycin, with polyacrylic acids, sulfonic or 
phosphorylated polysaccharides, or certain 
natural polyearboxyl acids. These macro- 
molecular salts have been termed “antibi- 
olymphins.” Streptolymphin and neolym- 
phin are shown to be absorbed from sites of 
injection primarily by the lymph system. 
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In comparison with the antibiotic sulfates in 
rabbits and dogs, they yield lower but more 


prolonged blood concentrations and much- 


higher and more prolonged lymph concen- 
trations. The acute mouse toxicities of 
these two antibiolymphins are much less 
than the ordinary sulfate salts. On intra- 
pleural administration in dogs, neolymphin 
was still present in the pleural cavity after 
48 hours, while neomycin disappeared in 
four hours; blood concentrations from neo- 
lymphin were low but lasted beyond 48 
hours, those from neomycin reached a peak 
in one hour and disappeared in 12; lymph 
node concentrations were extremely high 
with neolymphin and lasted beyond 72 
hours, those from neomycin were low and 
lasted only 12 hours. Intraperitoneal ad- 
ministration yielded similar results. The 
same chemical principle of tissue localization 
can undoubtedly be applied to other chemo- 
therapeutic substances. 


Host Reaction as Part of the Clinical 
Picture of Infectious Diseases 
William F. Kremer 
Medical Research Department, Geigy Phar- 
maceuticals, Yonkers, N. Y. 

Extensive knowledge of the microcosmos 
and the discovery and clinical application of 
antibiotics have favored a tendency to over- 
emphasize the role of the invading organism 
in the interpretation of infectious disease. 
In contrast, the part played by the host him- 
self in creating his own disease picture has 
received little attention. Moreover, tele- 
ological thinking has insisted on detecting a 
purpose in the host’s response to viral in- 
vasion, result that only those 
aspects of host reaction that seem to be in 
the host's favor are given major considera- 


with the 


tion. This development has resulted in our 
present-day treatment of infectious diseases: 
an all-out attack on the invader, either with 
antibiotics alone or by stimulating favorable 
anti-invader aspects of host reaction. 

A possibly equally important field of thera- 
peutic endeavor has remained virtually un- 


touched: an all-out attack on the many 
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harmful aspects of the host reaction itself. 
By considering infectious disease the com 
bined product of invader action and host 
reaction, new approaches to its understand 
ing will be opened, and the physician of to 
morrow shall no longer limit his therapy to 
antibiotics, but rely just as much on agents 
capable of modifying host reaction. 


Telomycin: a New Antibiotic 
M. Misiek, O. B. Fardig, A. Goureviteh, D. L. 
Johnson, 1. R. Hooper, and J. Lein 
Research Division, Bristol Laboratories, Inc., 
Syracuse, N.Y. 

A new antibiotic has been isolated from an 
unidentified species of actinomycete and 
named Telomycin. The antibiotic, a poly- 
peptide, is active against gram-positive 
bacteria. 

Telomycin is active in vivo, protecting 
mice infected with Micrococcus pyogenes var. 
aureus and Diplococeus pneumoniae. Treat- 
ment intramuscularly at the time of infection 
gave a CDy of 24 mg./Kg. for M. pyogenes 
var. aureus and a CDy of 20 mg./Kg. for 
The acute toxicity by the 


found to be 


D. pneumoniae. 


intraperitoneal route was 
greater than 500 mg./ Kg. 


Telomycin has been isolated by solvent 


extraction procedures and differentiated by 


chemical and physical properties from other 
polypeptide antibiotics. 


The Role of Oxytetracycline and 
Tetracycline in the Asian Influenza 
Epidemic in the Philippines during 

March through June 1957 
Angel Florentin 
Philippine General Hospital, Manila, Phil- 
ippines 
The material for this study was drawn 
from influenza patients admitted to the 
Philippine General Hospital and private pa- 
tietits 
leagues, as well as from the house staff and 
Immunological 


seen by the author and his col- 
personnel of the hospital. 
and isolation studies were carried out by the 
Institute of Hygiene, and autopsies were 


performed on almost all patients who died 


november 1957 | 655 





with a clinical diagnosis of influenza. The 
case material was arbitrarily classified into 
three groups: pediatric group, aged 1 to 14 
years, adult group, aged 15 to 59 years, and 
geriatric group, aged 60 or more. Each group 
was compared with respect to duration of 
illness, severity of symptoms, incidence and 
type of secondary infections, and mortality. 
These were all correlated with the time that 
oxytetracycline and tetracycline was_ first 
administered. The results indicate that in- 
fluenza patients given aspirin alone usually 
had a longer duration of illness with more 
severe manifestations and a higher incidence 
of secondary infections, particularly bron- 
chopneumonia. There is definite danger of 
fatalities arising from bronchopneumonia in 
the pediatric and geriatric groups, as well 
as in those with concomitant chronic illness 
such as cardiac disease. 


Treatment of Acne Vulgaris with 
Tetracycline-Nystatin and Tetracycline 
Murry Robinson 
Farragut Medical Building, Washington, D.C. 

This paper discusses the role of broad- 
spectrum antibiotics in the over-all manage- 
ment of acne vulgaris and reports the results 
of oral antibiotic therapy in controlling the 
pustular component in 280 patients complet- 
ing the prescribed treatment course. Tetra- 
cycline-nystatin was employed in 104 pa- 
tients and tetracycline in 176. No roentgen 
therapy or other definitive therapeutic 
modality was used with the antibioties. 
Infecting organisms were primarily Staphylo- 
aureus and Staphylococcus albus, 
Dosage for each drug was 1 Gm. daily for a 
minimum of 30 days. As clearing occurred, 
dosage was reduced. Excellent or good 
therapeutic results were obtained in 58.7 
per cent of patients receiving tetracycline- 
nystatin and in 60.2 per cent of those re- 
ceiving tetracycline. Sensitivity tests were 


coccus 
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repeated when clinical progress was unsatis 
factory. It was noted that clinical response 
correlated well with results of in vitro anti- 
biotic sensitivity tests. ‘Toxic effects necessi- 
tated discontinuance of therapy in 6.7 per 
cent of patients on tetracycline-nystatin and 
in 9.0 per cent of patients on tetracycline. 
Since exacerbation of the pustular compo- 
nent depends on a variety of factors, the dura- 
tion of remission is unpredictable. However, 
in this series, patients who obtained an ex- 
cellent result experienced no significant ex- 
acerbation after cessation of antibiotic 
therapy. 


Scientists from Abroad 

The following scientists from abroad at- 
tended: J. M. Tato, Argentina; German 
Stiglich, Peru; Henrique Silva, Brazil; José 
Luis Morador, Uruguay; Walter Mezquita, 
Brazil; J. I. Lobo, Brazil; Roque Kralvejic, 
Chile; Leo Grossman, Mexico, D. F.; Frig- 
erio Edgar, Argentina; Angel A. Florentin, 
Philippines; Manuel I. Fierro, Mexico, D. F.; 
Salvador Bonilla Sosa, Cuba; Edmundo 
Blundi, Brazil; Enrique Vera Barros, Ar- 
gentina; Antonio Gallego, Spain; José Vin- 
cente Anastasio, Spain; Per G. Hedlund, 
Sweden; André Torsten, Sweden; Bérje O. 
Alm, Sweden; Bong Kuk Lee, Korea; H. 
Rahman, Pakistan; Eldon M. Boyd, Can- 
ada; Arnold Branch, Canada; K. M. Fitz- 
patrick, Canada; Marcel Lefebure, Canada; 
R. A. Malo, Canada; F. H. Prissick, Canada; 
Albert Royer, Canada; R. R. Willeox, Eng- 
land; Peter MeKenzie, Scotland; Richard 
Brunner, Austria; E. F. Hueber, Austria; 
Karl Spitzy, Austria; Henri Chevalier, 
France; Dr. Miichter, Germany; J. C. Hoog- 
erheide, Holland; Aldo Cimmino, Italy; 
Angela Cimmino, Italy; Renato Craveri, 
Italy; Arpad Grein, Italy; Bernhard Fust, 
Switzerland; Charles H. Meystre, Switzer- 


land. 


INTERNATIONAL RECORD OF MEDICINE 








MD 


health 


and 
travel 


Complete proceedings of 
the First Symposium on 
Health and Travel, held in 
June of 1955. 


the young, the old, the sick; 


Travel for 


by car, air, train, boat, and 
space ship; in the conti- 
nental U. S., Europe, Latin 
America, Asia; in tropical 
and subtropical climes. All 
these problems are covered 
in their physiologic and 
psychologic aspects by top 
specialists in their field. 
The monograph includes 
detailed information on pro- 
phylaxis and treatment, as 
well as historical and enter- 
taining general data. This 
attractive hard-cover book 
is a classic reference book 
for your library, as well as 
an attractive and much ap- 
preciated gift for a fellow 
72 pp. 


physician. Price: 


$3.00. 
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